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ABSTRACT

Siroke rehabilitation is traditlonalty' carned out in various hospital and echabilitatlon
scttings. Evidence is aceruing that post.stroke patients can also benefit from Iieeitments
based in the community or a1 primary health care centres. There is however o dearth of

Primary Heahh Care-Based Physiothetopy Protocol (PHCPP) for enhancing recovery posi-
stroke. 'This study was designed to develop, and evaluate the effects of a PHCPP on

selected indices of siroke recovery:.

The physiotherapy cvidence datobase was used 1o identify treatment opproaches and
modalities with proven eflicacy. These established treatmient apjroaches were synthesised
10 develop the PIICPP, The PIICPP was then used in a quasi-experimental cescarch
involving 56 consenting Individuals with first incldent stroke, consecutively reecuited and
randomiy: assigned Into cither the Prunary Heahh Care Group (PHCG, n'«29) or Ihe 1lome
Group (11G, n=27). {if.y-two individuals comprising 25 PHCG and 27 HG par:icipants
completed the study, Paiticipants in the PHCG and 1IG were tredted at o primasy health
centic and their homes respectively, twice weckly for 10 consecutive weeks using PHCPP.
Motor (unction ability, postural balance and ecommunily reintcgration were assessed using
the Modilied Motor Assessment Scale (MMAS, obtainable score 0 to 48), Short Form of
Postural Assexament Scole for Stroke (SFPASS, obtalnable scose 0 10 18)and Reintegration
0 Normal Living Index (RNL{, cbtalnsble score 0 t0 [00%) respexitively. before

intenention and themafter fornightly. Walking Specd and quslity of lile were esiesscd

using a stopwatch and Health Reclated Quality of Life in Stroke Paticnts (HRQLISP,

obtainable score 0 to 100%) respectively, before and at week 10 of intenventlion. Data were

analysed using descriptive statlstics, t-test and general linear model for repeated measures at

p = 0.05.

The PHCG (60.6210.2 ycars) and HG (61.728.4 years) were comparable 1n age. Wilhin-
subjects mulitvartate analysis, afler controlling for gender, showed a significant increase in
the MMAS scores {or the PHCG (22.9+15.2) and IIG (19.9+16.4) at pre-intervention to
3474117 and 16,6410 respectively at week 10. There was e signilicant increase In
SEPASS scores of the PHCG (8.,643.0) and HG (7.145.6) at pre-interventlon 16]2.343.2 and
12343 3 at week 10 respectively, The HRQLISP ssores significantly increased from
70.424 9 pre.bviervenition 0 75,2454 in the PIHCO and from 69,7458 10 74 8459 in v

1%
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AUBSTRACT

Stroke rehabilitation is imditlonally carried out in various hospital and rchabilitation
setlings. Evidence is occrving that post-siroke potients can also beneft frem treatments
based in the community or at primary health care centres. "Ihere is however a dearth of
Primary licalth Care-Based Physiothernpy I'rotocol (PIICPP) for enhnncing recovery posi-
sttoke, This study was designed 10 develop, and evaluate the effects of a PIICPI* on

selected indices of siroke recovery,

The physlothernpy evidence database was used 10 identily treaiment approaches and
modalities with proven efficacy. These establishcd treatment opproaches were synthesised
to develop the PHCI'P, The PHCII' was lthen used In a quasiexpcrimental research
involving 56 consenting individuals with llrst Ineldent stioke, consccutively recruited and
rmndomly' assigned into cither the Primary Health Care Group (1M ICG, n=29) or the Flome
Group (HG. n=27). Flily-two individuals comprising 25 PHCG and 27 HG panicipants
completed the study. Paiticipants in the PIICG and HG were treated at a primary healih
centre and their homes respectively, iwice weekly for 10 consceutive wecks using PHCPP,
Motor function ability, postural balance and communily reintegmtion were assessed using
the Modilied \Motor Assessment Scale (MMAS, obwsinable score 0 0 18), Short Form of
Postural Assessment Scale for Siroke (SFFASS, obtainable score 0 to 15) and Resintegmtion
t0 Nopmal Living Index (RNL]. oblainable score 0 10 100%) respectively, before
intervention and theieafler fortnighlly. \Walking Speed and quality of life were assessed
using o stopwnich and Health Relsicd Quality of Life in Stwroke Patients (IIRQLISP,
obQinablc score 0 10 1009%) respectively. before and ot week |0 of intervention. Data were
snalysed using descriplive siatlsics, 1-test and genera! linear model for repeated measures at

p=0.05

The PIICG (60.6£10.2 years) and {{G (6] 7484 ycars) were somparable in sge. Within-
subyects multivanale analysis, alfer sontiolling for gender, showed a signilicant increase in
the MMAS scares for the PHCG (22.9215.2) and HG (19.9+16.4) a1 gec.intervention to
J4 74117 and 36.6210.3 respeclively at week 10, There was a signilicant Increase tn
SFPASS sores of the PHCG (B.645.0) and H{G (7.1+5.6) at previnlerventiontol2.343 2 and
12323 ) at week 10 respectively. The HRQLISP scoves significantly increased from
04245 pre-intervention 0 75.225.4 tn the PHICG and from 69.7+358 10 ™ B39 in the
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¢1G. Similarly, walking speed significantly incrcased [rom 0.3020.20 m/s prc-ialcn‘c’nlion
10 0.60£0.40 m/s at week 10 in the PLICG and from 0.3020.40 m/s to 0.50£0.40 t.nfs in the
11G. The groups were comparablc in cach of the MMAS, RNL]L, SFPASS, walking specd
and overalt HRQLISP scores pre-inicrvention and at w cck 10. However, the PHCG had o

signilicantly higher spiritual intcroction scort (77,629 3) on lhe HRQLISI measure thas the

HG (74.248.3).

- bility.
The primary health care.bascd physiothcrapy protocol improved mold! functlon o y1
T 3
walking speed, posturai batoace and quolity of life among pos!-st{oF: nuiicnts. This protoc
con be used for stroke rehabititation ot home ond primary healtit ccnlics which are closer to
the community.
Keywords: Steoke rchabilitotion: Primary healih care, Physlothcrapy prolocol

\Woru Count: 472
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CHAPTER ONE
INTRODUCTION

1.1 Intreduction

Siroke is an acute disturbance of focal or global ccrebral function with symploms
lasting nmiore than 24 hours or resulting in death willh no apparcnl cause other than
vascular origin (WIIO MONICA, 1988). The 24-hour limit divides stroke from
wransicnt ischemic attack, which is a related syndrome of siroke sympioms thot resolve
completely within 24 hours (Donniut et ol, 2008). The new paradigin shilt in stroke

def nition, however, utilises a tissue criterion rather than time criterion. Stroke is the

commionest ncurological disorder worldwide, thc second commonest medical

condition in the developed world and the lcoding couse of disability among adults
(Goldbeck. 2001; Lopez ond Mothers, 2006). Komolafe et ol (2006) also described it

as one of the world's major couses of morbidity and mortality. Talabi (2003) obscrved

ihat swoke was the most common cause of adult neurologic admission
wards of the University College Hospital (UCH). Ibadan. It also accounted for 57.1%
of oll new referrals to the medicine and neurology unit of the Physiotherapy
Ocpastment of tbe UCH, (bautan beiween January, 2006 and December, 2010(Olaleye.

on medical

2011).

Ihe incidence of sboke increnses with age and is likely to increase with the aging
world populations (Russo ctal, 2011). This is in addition (o the fact that more people
survive syoke now. beeause of improvements in hcalthcare. However, many have to
cope with the physical, psychological, social and functionn]l sequelae resuhing in
uxxeased personal and public costs (Mayo et al, 1999, Wiastein ct al. 2003, Kotlen et
at. 2006) The rcsultant high economic costs have made 1he reduction of stcoke-related
disebility s prionty (Winstein et al. 2003) and rehabilitation offers the opportunity for
such reduction (Teasell el al, 2004), Evidence iias shown that rehabilitation can make
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CHAPTER ONE
INTRODUCTION

1.1 Introduction
Stroke is an acute disturbance of focal or global cerebml function with symptoms
lasting more than 24 hours or resulling in death with no npparent cause othcr than
vascular ovigin (WHO MONICA, 1988). The 24-hour limnit divides stcoke from
transicnt ischcmic attack, which is a relaled syndrome o f siroke syinptoms that resolve
complctely within 24 hours (Donnan et al, 2008), Tlic new paradigm shill in stroke
definition, however, utilises a tissuc criterion rather than time criterion. Stroke is the
commonest ncwrological disorder worldwide, the second commonest medical
condition in the devcloped world and the leading cause of disability emong adults
(Goldbeck, 2001; Lope» and Mathces, 2006). Komolafe ct al (2006) also described it
as onec of the world"s major causes of moib:dily and motality. Telabi (2003) obsened
that stroke was the most common cause of adull neurologic admission on medical
wards of the University College tlospital (UCH), lbaden. It also accounted for $7.1%
of oll ncw referrals to the medicine and ncurology unit of 1he Thyviothcrapy
Ocpartment of the UCH, (kadan beiween January, 2006 and December, 2010 (Olaleye,

2011).

The tncidence of stroke increases with age asid is likely lo inercase with Ibe oging
wutld populations (Rueso ct al, 201 (). This is in addition to the fact that more people
survive stcoke pow becausc of improvements in heslthcare. lfowever, many liove to
cope with the physical, psychological, socinl and functional sequelae resulting in
axreased porsonal and public costs (Mayo et al, 1999; Winsicin et al, 2003; Kollen ct
al. 2006). The resuluant high economic costs have made the reduction of stroke-related
dizabiliry a priovity (Winsicin ct al, 2003) ond rchabilitation ofTery the opporiunity for
sxh rediction (Teasell c al, 200). Evidence lias shown thai rchabilinion can make
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a diftference in stroke survivors by improving neurological rccovery and cnhancing
performance of activitics of daily living beyond what occurs spontancously (Hsich et
al, 2002). Stroke rchabilitation starts in the hospital but continues after the individual
has returmed to the commumty (Young and Forster, 2007). However, limited
information exists on the best way to orgnnise stroke rchabilitation aftcr hospital

dischargc and the relative cost of such services (Anderson et al, 2002),

Several options exist for specialiscd stroke care and these inelude outpalient services,
day hospital progranines, home-bascd rehabilitation services or other altemative
scrvices (Conadtan Stroke Stratcgy, 2006). These services are incidentally available in
Nigerin.  Institution-bascd rchabilitation and outpatient services are modecls
recognizable to most hcalthcare professionals and such models nre tn most countries
urban-based, relatively inncecssible or expensive 10 access (World Confederotion for
Physical Therapy - WCPT, 2003). Introducing rchabilitation services at a locsl or
community level removes, or reduces (o the minimum, the mony obstacles Uit arc

associated wath (raditional institutiona! care sueh as difficulty’ of travel] and its

cxpeases, removes bariers that limit resumption of past activitics and improve quality

of life {Stanton 2000; Boyce ct al, 2002). WVith the global cmpbhasis on Primary flealith

Care (PHC), it is conceivable Uit the chabilitation of people with stroke will become

progressively more community-based (Hale, 2004).

Community.Based Rehabilitation (CBR) moy be defimed as carc received in WUse
commumity once the patients have passed the acute stage and have tansitioned back 1o
their bomes or commmity environment (Conadian Stroke Swuategy. 2006). CBR is a
respoase M both devcioped and developing countries to the need for adequate and
sppropriate rehabilitation services to be made available 1o o greater proportion of the
papudation with disabilities (Boyce ct al, 2002) and was introtuced as a stralegy (0
pvovide 'Health for All’. Community-based rehabilituion is diffcrent from home-
bencd rehabiiitation. Literanly, CBR meaas basic relwbilitation services provided at
axmunity level whilc home or domlciliary carc means services delivered in the home

(}ale, 200<)
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Evidence on the cffectivencss of Home-Based Rehabilitation (HBR) afler hospital
discharge arc available from scveral randontised control 1rials comparing HBR with
outpaticnt institutional carc for stroke in the United Kingdoin (Gladman ond Lincoln,
1994; Rodcrick ct al, 2001), New Zeoland (Baskctt et al, 1999) and in the USA
(Sazgent and [Patterson, 1993). HBR has the potentivi advantages of greater
involvement of the informal caregiver, rehabilitation in the place where the patient
spends most of his time and aveidance of patient travel (Roderick ct al, 2001). The
paucnt is secn in histher own surrounding where 1t mny be casy 1o identify real,
pmctical problems and find solutions to them than in the olien environment of a
hospital (Gladman ct al, 1993). Studics comparing institutional rchobilitation with
home-based intervenlions gencrally tndicated more positive benetits among the home-
based groups in terms of fuuctionai outcomes and socicial participation (Monger cl al,
2002; Leroux, 2005). However, it may result in isolation of the stroke survivor as well

as 1oss or invasion of patient’s privacy by the hienlthcare provider (Hale, 2004).

Primary Heallh Care (PHC) reforms have and conlinue to develop in many countrics
(Soever, 2006). PHC modcls arc seen as clfective stralegics 1o improve access of
clients to needed care, improve cfliciency, coordination, continuity of care and 10
ensure health nceds are met in the right pioce, at 1he right time by the most appropriate
health case providers (Socver, 2006). The study of Dobrzanska ci al (2006) has shown
that paticats who have had a suoke can be successfully rchabilitated in 8 community
hospital. Community hospitais (kmown as Primary Elealib Cenites in Nigeria) are
defined as smali hospitals with few on-sitc diagnostic facilitics or specialized services
and arc long estoblished somponcents of healihcare provisions (Young and Donaldson,
2001). Community-based exercise programn:cs have been found to improve and retasn
mobilily, functiosal capacity ond balance and result in a demonstrable impact upon 1he
performance of activities snd abilities that are considercd meaningful to stroke
sabjects (Mayo ct sl. 2000, Eng ctal, 2003; Hare ctal, 2006)

This global psradigm shifl in healtheare delivery to pnmary health carc-based models
is alsc being emphatized in Nigeria Aceording o the Nigerian government. PIIC is
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the way to go if Nigeria hopes to provide allTordable and sustainable care for its
citizenty. For ttus to be completed there is o need to have primary heaith care models
for constituent hcalth professions - onc of which is physiothcrapy. Currenily, in
Nigena, there is a general reliance on hospital for rebabilitotion of paticnts with stroke.

Hence, the nced fora Primaty llealih Care-Based Physiothcrapy service in Nigeria.

1.2 Stotement of I’'roblcnis

The increasing cost of hospital-based rehabilitntion is enhencing the attractivenessof

liome-Based Rchabilitation (HBR). |lowever, the exact timing and content of home-

bascd therapies for optimal outcome is unclcar. A resolution stating that Primary
tleaith Care (PI1C) was the key to atnining an acceptable level of healih for nll was
approved by the 32nd World Hcealth Assembly in Geneva (1978). With this global
emphasis on PHC, the rehabilitation of people wilh stroke is beccoming more
community-based (Jiale. 2004). Yet, community-based rchabttitation of stroke
survivors is still facing implementation cholienges in Nigeria in spite of evidence
showing that rehabilitation services in patients' home and communily cnvironment
help remove basusicrs that usually limit resumptioo of patticipation and improve quality
of life. Intermational models have also demonsiraicd the feasibility and cost - saving
rolc of physiothcrapy in pnomary case as o means of providing the public with easy
sceess to physiothcrapy (Fricke, 2005). The chaftlenges may not be unconnccted with
unavailability or deanh of ‘spproptiate technology' and indigenous evidence on the
feasibility of using Primesy tlealth Centres for stroke rchabiliwtion. This study
therefore developed o Primasy Health Care-based Physiothetapy Protocol that requires
smiple, easy-to-use eguipment and investigate il cffects on selected clinical indices of
stroke recovery.

The questions then wore:

I. Would the developed Primmy llealth Carc-based Physiotherapy Prolocol
(PHCPP) be an effective wrcatment protocol for cflecting changes in scletted
clinicel ipdiecs of stoke recovery {motor funciion ability, postinal balance,
coonmunity reintegration, quality of life, esymmetzy mtio and walking xpecd)

snong chronic stroke survivors over a |0.week period?
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2. What would be the comparative elfccts of the PIICPP on the sclected clinical
indices of siroke recovery among chronic stroke survivors trcated at a printary
health centre and their countcrparts treated ot their respective homes over a 10-

week period?

1.3  Aimsof Study

The otms of this siudy were to:

1. Develop a Primasy Health Case-based Phystotherapy Protocol (PHCPP) that
requires simple, casy-to-use equipment for stroke rehabiiitntion.

2. Investigate the cflects of the PHCPP on szlected clinical indices of stroke
recovery (motor function ability, postural balance, communily rcintcgration,
quality of life. ssymmetry ratio and walking specd) emong chronic strokc
survivors over a 10-week period.

3. Evaluate the comparanive cffects of the PHCPP on sclected clinical indices of
stoke recovery (molor function ohilily, postural balancc, community
ceintegration, quality of life, asymmetry ratio and walking speed) among chronic
stokc survivors weated at a primary healih ceatre and thetir counterpaits treated at

their respective homes over a 10-weck period.

1.1 llypothescs

1.4.1 Majar Hypaitheses
I. A Piimary Heplth Care Physioltherapy Protoco]l would not be an cffective

tresiment protocol for cffecting significant changes in clinical indices of sticke
recovery among chronic stroke survivorsover a 10-wcck period.

2 Thae would be oo significant difference in the motor function sbility, pasiural
baloxe, sommumily rentegration, quality of life, asymmeuy muo mid walking
speed of chronic sttoke sutvivors ircated o1 a primaty health cenire and their
countapents jrealed at their respective homes using a Primary Health Care-based
Physiottesapy Protocol overa 10.weck penod
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1.4.2 Sub-llypothescs

. There would be no significant ditference in the pre- and post-10 wecks motor
function ability scores of clironic stroke survivors treated at a prirnary heaith
centre using the PHCPP,

2. Therc would be no signilicant difTerence in the pre- nnd post-10 wecks posturo!
balance scores of chronic siroke survivors treated al a primary hicalth centre using
the PHCPP.

3. There would be no significant diffcrence in the pre- and post-10 wceks
community rcintegrtion scores of chronic siroke survivors treatcd at n pnmary
health centre using the P1ICPP,

4. There would be no significant diflfercnco in the pre- nnd post-10 weeks quality of
life scores on the HHRQLIS) mcasurc of ehronic stroke survivors trcated at o
primary hcatth centre using the PHCPP.

5. There would be no significant difference in the pre- and post-10 wecks

asymmctty ratio of chromc stroke survivors treated at a pnmaty health centre
using the PHCPP.

6. Thar would be no significant dificrence inthe pre- and post-10 weeks walking

speed of chronic stroke survivors treoted at a paimary hesith cenire using the
PHCPP.

7. Toere would be no significant differencc in the pre- and post-10 weeks motor
function ability scores of chionic stroke survivors tieated at their respective
homes using the PHCPP,

8. There would be no significant difference in the pre- and post-10 wecks postural
talace scores of chronic stroke survivors (reated al they respective homes using
the PHCPP.

9 There would be no sigiuficant ditferemce in the pre- and post-10 wecks
sommuniry reintegration scores of chronic suoke survivors treated at their
respectn'c homes using the PHCPP.

1 0, There would be no significant ditYerence in the pre- and post-10 weeks quality: of
life scores on the HIRQLISP measure of chronic stroke survivors treated at their
reseeciune homes using the PEHICIP
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1{. Thaie would be no significant difference in the pre- and post-10 weeks
asymmelty ratio of chronic stioke survivors treatcd at their respective homes
using tac PHCPP.

12, There would be no signilicamt difference in the pre- and post-10 weeks walking
spced of chronic strokc survivors trealed &l o prirnaty health ccntre using the
PHCPP.

3. Thete would be no significant diflercnce between the pre- and post-10 weeks
motor function ability scores of chronic stroke survivors hested at o primary
health centre and counterparts treated in their respective homes using the PHCPP,

14. There would be no significant differenee between ihe pre- and post-10 weeks
postural balance scores of chronic stroke survivors treated ot a primaiy health
cenire and their counterparts treated 10 their respeciive homes using the PIHCPPD.

15. There would be no signilicait difference belivsecen the pre- and post-10 weeks
community reinlegration scores of chronic stroke survivors trcaled al a primary
health centre and their counterparts treated in their respective homes using the
PHCPP.

16. There would be no significant differcnce between the pre- and post-10 weeks
quality of life scorcs on 1lie HRQLISP mcasure of chronic stroke survivors trealed
at a piimaty" health centre and their counterparts treated in tieir respective homes
using the PHCPP.

17 Thae weould be no signilicant difference briween the pre- and post-10 weeks
assemeny ralio of chronic sutoke survivors treated ot a primary health centre and
their countcipasts treated in their respective homes using the PIHCPP,

18 Thae would be no signilicant difference between the pre- and post-10 sweeks
walking speed ol chronic stroke sutvivors treated at a primary health centse and
their counterparts weated in \heir respective homes using the PHCPP,
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1.5 Dclimitution

This study was delimiled to the following:

a. Suhjects: (a) Consenling individuals svith a first incidence siroke who were
reciuvited at the point of discharge to their respective homes in Ibadan from the in-
patient facililics or on litst visit to the physiotherapy clinics of the University
College llospital (UCH) und Adcoyo Matemity Teaching HHospiial, Ibadan

(b) Stroke survivors who were not aphasic and who could comprchend and follow
a 3-step command (minimal or no cognitive Impairment).

(c) Stroke suivivors with a maximun score of 2 on the Madificd Ashwoith Scaie
of spasticity,

s, Instruments: The use of the Stroke Levity Scaic (Owolabi and Plotz, 2008);
Modified Motor Asscssment Scale (Carr et al, 1985); Posturul Assessment Scale
for Stroke —Shoit Form (Chica ct af, 2007); Reintcgration to Normal Living Index
(Wood-Dauphince et al, 1988); Heolth Rclaled Quality of Life in Stroke Patients
(Owulabi and Ogunniyi, 2009) to mcasuic everily of stroke, motor function
ability. postural balance, community tcintcgration and health related quality of
tife respectively.

¢. Venuc: The siwudy was carricd out at the Pomacy Health Centee, Oniyaniin,
Ibadan and individual patients’ homes

d. Duratlon: The study penod was delimited 1o 10 wecks.

1.6 Limisations
The following limiiations were encouniered diuring this study:

. Sandardization of cwre was mot totally applicable to all participenis as
progression of PIICPP was based on individual panticipant’s performance and
iolcrance.

2. [t was pliso possible 'hat some of the patients could have reccived other forms
of ortbodox or unonhodox treadment for their stroke. These could have had

some unpact on (he outcomes.
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1.7  Signiliconce of the Study

Rchabilitntion of stroke survivors stilf poses a great challenge 1o patients as well
as their infonnal and formol carers, This is becausc rchabilitation is ofien
cxpensive, not casily nccessiblc and is largely cquipment-bascd There is an
incrensing Physiothierapisi-to-Paticit dispropottion in the tertiary physiothcrapy
clinics where most paticnis go 1o for rehabilitation in Nigeiio. There is afso an
associated increasc 1n patients' waiting time. This study has developed o pnimary
hcalth carc-based physiothempy protacol that improved motor function ability,
postural balance, community reintegration, health-reisied quality of life and
walking spe¢cd among post-stroke patients.

I This protocol con be used (or stroke rehabilitation at home m-ld primory health
centres which are closcr to the ecommunity to improve the motor (unction ability,
postural balance, heslth-reloted quslity of life and walking speed of chronic stroke
sutvivors,

ii The outcome of this study has provided scicntific cvidence 10 support the
possible use of primay health centres for swoke rehsbilitation. This wilt bring
rehabililotion services closer 10 where patients live, thereby: removing the sircss

and cost of travclling and reducing paticats’ woiting lime.

1.8 Defgition of Operatfonal Terms
Chronic Stroke Survivors: These are individuals with first incidence stroke

who had not stayed [oager than 2 weeks at home post discharge from hospita?
at the point of cecruitment into the study,

1oformal Carers: Thesc arc paticat's refations or significant others who are
involved in 1he care of the sioke survivory particularly at home

Formal Carers: These are health care practilioners such ag physiothernpists,
doctori, nuryes, occupationa) theropists and others who are involved in the

care of the stroke sunvivors 1n the hospitals and somctimes in the homes.
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CHAPTER TWO

LITERATURE REVIE\Y

211 Strake

2.1.1 Definitlons

Stroke is desciibed as a catpstrophic event affccting all aspects of an individual’s life
(Nichols-Lorsen et al, 2005). Since its carlicr dcfinition es an acute disturbancc of focal
or globa} cerebr! function with symptoms lasting more than 24 hours or resulting in
death with no apparent cause other than vascular by WHO (1988), new definitions of
suoke ase evolving to take care of the time criterion used in distinguishing stioke
syndromes. 'The WHO's dcfinition includes cercbral inforction and sponianeous
cerebral haemorrhage but excludes stroke from other couses of ncurological deficits

such os tumors or lrauma

The cvolving definition of stroke implements a lissue-based rother than ttme-based
criterion of transient ischacmic attacks - Tl1As from which a definition for stroke can be
derived (Saver, 2008). Albers ct al (2002) propescd a definition of TIA as a briefl
episode of ncurological dysfunction caused by facal brain or retinal ischocmia with
clinical symptoms Jasting less than one hour and without evidence of acute infarction.
A brief episode of ncurologic dysfinction caused by focal brain or rctinal ischaemis

that last longer than 24 hours bul recovers comptetely is known as cercbral tnfarction

with 1mastent symptoms — CITS (Caplan, 2006).

A completed stioke means the deficit has become maximal, usually within 6 hours
»hilc 8 stroke-in-cvolutron describes progression during the first 24 hours (Kumiir ‘snd

Clwk. 1999) A firsi-cver sttoke m=ans o swoke thal occurs in a persan who h* pever
had a stroke before (previous TIA is nol considered a stroke) while stioke 1s considered
recmtent whca B perwon with a history of a previous stroke is regisiered with a new

10
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stroke event (W10, 2002). A palicnt with a non-fatal cvent is one who survives ot
least 28 days after the onsct of the stroke while a fatal event denotes n stroke that
resulted in death of the patient within 28 days (\WHO, 2002).

Ischscmin or cercbral infarction may result rom thrombosis of u ceicbral nrtery,
cerebrnl emboli or vasospasm (Ogungbo et al, 2005). Cerebrol haemosrhage
(subarachnoid or inua<ccrebml) resulis from rupture of intracruniol blood vesscls

leading 10 bleeding into the subarachnoid spacc or brain tissue (Ogungbo et al, 2004).

202 Epidcniiology of Stroke

Incidence of sturoke is Increasing worldwidc along with modcrmization (Kollen et ol,
20086). It is the commoncst newvlogical disordcr woridwide, the third commonest
medical condition in the developed world and the lcading cause of disability among
adults (Goldbeck, 2001; Fawceut ct al, 2001). Lopez and Mathers (2006) reporicd

siroke as the second commonest cause of dcath in all countries of diffetent economic

sttats, causing an estimiied 5.54 million demhs worldwide onnually (WIO, 2000).
There has however, been an observed decrease in stroke ncidence and moruality n

Wesicrn countiies in the past 20 years (Bcjot ct ol, 2007).

Epidemiological data on stroke is limited in the developing countries whete more than
half of the world’s population lives (Nicolctti ct al, 2000). Although, comprehensive
sttoke surveillance data for Aftica are lacking. the available dala show that ape-
aanlandized mortality, case (arality and prevalence of disabling stcoke in Africa are
similar 1o or higher than, those measured in most high income regions (Mensah. 2008).
Hospital populaton studies from several African counirics suggest an increasing
mosbidics: and monality from s@oke (Cappucino et af, 2000)

The sctun) in¢idence and prevalence of stroke are still being established in Nigctin
Most of the cprdaiviological information available on stroke in Nigerin is from bospiltn!
data (Ogumiyi ond Talabi, 2001). Ogungbo ct al (2005) rcporied an incveased
incidense from 26 per 100,000 of the population studied by Osuntokun o al (1979) ©
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116 per 100,000. Danesi et nl (2007) reported o crude prevalence rutec of 1.14 per £,000
(114/100,000) in o community-based study in Lagos. Nigerio which is lower than those
1 most developed countries. This difference may be related to lower incidence and
ligher mortality in developing countries (Danesi et al, 2007). At the Univessity College
Hospital (UCEI). Ibodon, Nigetia, sicoke accounted for 50.4% of neurological
odmissions to the mcdical wards between 1998 nnd 2003 and is theeefore the niost
common causc of adult ncurological odmissions (Talabi, 2003). It was the commoncst
cause of ncurological odmissions and constituted 3.7% of oll mcdical emergencies seen
a1 the Logos University Teaching llospital (Ojini and Bonesi, 2003) while ot the Ogan
State University Teaching I lospiial, Sugarnu, it accountcd for 17% of medical dealhs

ond was the third commonest cause of mcdieol admissions {Ogun et ol, 2000).

Ischaemic stroke accounts for 78% of all strokes while cercbral haemorrhage is

responsible for the emaining 22% (INTERSTROKE. 2010). Hypertension remains the
major tisk factor for both ischaemic oend hacmorchaglc strokes (Bejot et al, 2007), In
Africa. more than 90% of pauents with haemorrhagic stroke and more than holf with

ischaemic stroke are found to have pre-suoke hypertension (Mensah, 2008)

2.1.3 The Burden of Stroke

Siroke is a major hcalth problem in low income and middle income countics and
accounts for almost 50% of tota! disease buiden for the last decade (Strong et al, 2007).
Acoovdiog 10 Suong et al (2007), an estimaicd 5.7 million people died from stroke in
2005 end there is 0 ptojecied increase in death (o 6.5 million in 2015, About 87% of
total lossen due to seroke in tezms of Disadility Adjusted Life Years (DAL YS) are from
low- and middle income countries (Lopez ct al. 2006).

Swoke is a costly disease from human. femily and socictal perspectives (Di Cailo,
2009). ‘Ihe burden of stroke o individuals, familics nnd sociclics is consideradble
(Yorazg, 2001). This burden is underscored by the fect that stroke is a leading cause of
&xahilitics - about 40% of stroke survivors have some degree of functional
mpmements (Young and Forster, 2007). Motor function affected by stroke includes

12
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moventent control, gait, muscle power, muscle tonc, coordination and balance
(Goldbeck, 2001). The ntost conimon deficit in stroke survivors is one-sided weakiness
or paralysis callcd hemiparesis or hcmiplegio. Other neurological sequeloe include:
aflectations of vision — homonymous hesnianopia; perception — unilzicral neglect,
atlention  deficit, memoty loss; sensation-heniancsiliesia, hemib:ypoaesthesia,
astercognosis and agrophcsthesio; communication — dysphasia (Porter, 2003).
Languoge difficulties may wranslatc into dilficulty in undetstanding directions for
theropy. or individuals with language difliculties 1nny be limiicd in keeping trocks of

their hontc activities (Fritz et at, 2000),

Although often neglected, informol casers ase of pammounl rclevance to 1he
maintenance of siroke survivors in the community. The need for support for daily
activities dirceily impact on the quality of life of patients and their relatives who play

the role of informal carcrs (D Carlo, 2009).

22 Rehabilitation aficr Stroke
A\ fast suoke survivors expernience some degree of rccovery over the succecding moaths

after the onset of stroke (Kwakke! ct al, 2004). Stroke recovery is o life-long process
filled with achievemcnts and setbacks (Vcnkctnsubmmaninn. 2008), ond is greatly
influenced by clinical and demographic charactenistics of patients, with early
rehabilitation having o likely role (Musicom et al, 2003). Recoven) afer stroke also
depends on the palient’s motivation. ability to leamn. family supporl as well as the
quality and intensity of thcrapy (Teasell et al, 2004). In the abscnece of any cumtive
therapys rchabilitation i the means to improved quality of life after swoke (Langhome

and Doan. 2001)

Rehabilimtion s (he acuve promotion of recovery (Gladman, 2000) which offers 1lic
opprtunily to 1educe the burden of disability associated with stroke (Tessell et ol,
2p04). It is an aclve and dynaniic process through which an individual with
gopRiTEDLS is belped to acquire knowledge and skills in order 1o meximise ther
pbysic2!, psychological. and soctal funclioning (Bames, 2003). The obYjcclive of simke

i3
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1chabilitation is to enable individual patients to achicve their full potential and 10
maximize the bencfits from training in order 10 atnin the highest possible degree of
physical and psychologicaj performance (Kollen et al, 2006). The process is a
continuum, siiting within days of stroke onsct and ending only when it no longer

produces a positive cffcct (Venketasubramaruian ct al, 2008).

Rehabilitation methods are esscntinlly intended to reduce a person’s disabilities and
prevent onset of disabling situations in order to support an optimal quality of life
(Talbot et al, 2004). This is achicved through o combination of ¢cduction of smpairment
and {caming of substitute and comxnsatory steategy (Venketnsubramanion ct af, 2008).
Eficetive rehabilitntion improves functionsl outcomne (Duncnn ct al, 2005). To be
cifective, rchabilitation requires o coordinated, inter-disciplinary approach involving
regular tcam meetings as well ns mectings with the patient aad his family/caress
(Venketasubrmnanian ¢t al, 2008). Lvidence suggests that rehabilitation is more
clfcctive when given in patient's own environment {\Wade, 2003). Sunton (2000) slso
noted thnt access to rehabilitation services in the client's home and community
environment may help clients and paitacss rcmove barricrs that limit resumption of past

activities and improve quality of lifc,

In planning rehabilitption progsammes, il is imperative thal intervention priorities be
cenued on the needs expressed by the patients snd for instance that the physical
interveutions for stroke are targeled at funclional tratning such as dressing, transfers
and gui (Talbot et al, 2004). Deuter knowledge of the nceds of people with suoke in
aceomplishing the activitics and social roles thcy valuc is csecotinl for improving
rehabilitation sesvices because social paiticipauon is recognized as one of the goals off
rehabilitation (Viecent ¢: al, 2007). Wade (2003) postulated that rehabilitation services
can be classilicd by 1heir specialist skills (for example, spinal injury services), by the
gopaphic locsnon of the services (for cxample, in-patient stroke services,

S TTmity=bases suokC scrvices), by the organization managing the service delivery

(fos exampie. socia) services sehabilitation services) and by location of service

& tw;
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Physiothcrmpy. an imporant componcent of stroke rchabililation, is highly volued by
stroke survivors (Kwakkel ci al, 2004), probably becausc its cffectivencss in siroke
rehabilitation has been proven (Pollock ct al. 2007). There arc diflerent treatment
approaches 1o stsoke management in physiothcrapy. However, which type of

physiothctapy should be provided for which paticnt remains uncertain (Young and

Forster, 2007). There is therelore a necd to identify and rcmovc contcstual barmiers (0
patient invotvement tn the rehabililation process so thut the scitit!g for rchobilitouon
might not in itsell undermine the cffectiveness of the rchabilitation (Molmqvist and
vonKoch, 2001).

Common treatment approaches include the Bobath concept (Bobath, 1990), Brunstrom
technique (Brunstrom, 1970). Rood metliod (Davies, 198s), Proprioceptive
Neuromuscular Facilitation technique (Voss et ol, [985) und the Vlotor Relcaming
Theory (Andcrson and Lough, 1986). The objective of stroke rchabiliwation i to enable
individual paticnts (o oclicve their full potentints and to maximize the bencfits of their
uaining in order to owain the highest possible degree of physical and psychological

perfonnance (Kollen et at, 2006)

2.2.1 vicasures of Functiona! Recovery after Stroke

Funclionn] rceovcry, defincd as improvemcnl 1n arcas such as sell-esteem, carc and
mobility, is multifunctional and more influcnced by rehabilitation (Teascll a al, 2004).
{n stroke rehabilitation, s clscwbere in healthcare, properly constructed, valid and
reliable measures asc necdcd to discnminale among subjects’ bealth status: (o predict
future states and lo cvaluaic patient’s oulcome and the effectiveness of intervention
(Gowtand et al, 1993)

The iasumeDts us=d (0 MeasuTe finctionnl recovery in stroke include:

{a) Funcilon=l Independence Measure (FIaT)y: The FI\ was developed as b means

of quantfying ihe arpount of assistance and resources o disabled person will use in his

Lving enviconunent (Keith € al. 1987). The. FIM comprises of |8 itcrus that are scored

on 8 T-poins scale from | to 7 () = minimum, 7 = maximum), The ilems cover

Jeoendcrze in v¢l{~care. sphincter control, transfers. locomolion, communication and

L5
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social cognition. The FIM s a truc measure of function and can be administered
comparatively quickly. It illustrates improvement in ncurological level and can be used
to wack down changes and onalyse the outcome of rchabilitation. [t has a reliability of
about 0.89 10 1.0 and a validity ranging froni 0.4 to 0.6 (Hall et al, 1999). However, it

does not contain somc items that might need to be mcasurcd for clinieal purposes such
as balance.

(b) Modilicd Rnonkin Scale (1nIRS): The INRS measures finctionsl independence in
aclivity perfornance of stroke patients and allows companson between patients with
difTerent kinds of ncurological deficit. The mRS grndes disability from 0o 6 (0 = no
symptoms ai all, 6 = dead). It is a valid, simpte, reliable and consisient measure of
disability which facilitnies Jongitudinal comparison with bascline data (1 lardie ct nl,
2004). 11 is good for dilTercntisting between mild and moderate disability and aveiding
ceiling eflfect (\Weimar et al, 2002), It is interviewer-administercd { Wilson ct al, 2005).
() Modilied Motor Assessment Seale (MMAS): The MMAS asicsses tac moior
recovery of patients with stroke and is based on moior components of activities of daily
living (Locwen and Anderson, 1988). It is 2 modification of the Motor Assessment
Scalc (MAS) developed by Camr et ol (1985) to measwre functional copabilities of
paticnts with sgoke. The item “gencral tonus” was deleted (tom the ongical MAS
bceause of 1he subgectivity of testing it. The MMAS comprises of 8 items scored from 0
—~ 6 (0 = not possible, 6 = mosi difficust). The criteria for esch point on the scale
corvespond to a descripuon ofthe activity to be performed, The items are: (1) supinc to
side lywg. (2) supine 0 sitting over side of bed, (3) talanced sitting, (4) sitting 10

standing, (5) walking. (6) upper arm function, (7) hand movements and (8) odvenced
hand acUvitics.

The MMAS is intexviewer-admisustered, bnefl and casily opplicd, It can be used as
standardized sssastment 0 quantify polients’ progress during rehabilitation or as
follow-up assessmeni 10 detcrroine whether guins achicved by poticnis with stroke
while hegpitalized are oiamtained olter discharge. [t is a valid and reliable scale that

grovidcs Objecuve measures of gslicnt’s progress over ume (Locwven and Andeson,
3988) B i3 easy mid quick to administer snd has been used in researches in our
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environment (Hamzat ct al, 2006; Hamzol and Peters, 2009) and was therefore used in
this study.

23 Strokc Rehabilitation in the Community’

Traditionally, patients with siroke have received health services, including

physiothcrapy within a hospital seiing (Thomas and Parry, 1996). This uaditional
stilutional bascd opprooch 10 rchabilitation 1s expensive, cfien innppmpriule.
ncfhicicnt and do¢s not meet the needs of most people with disabilities. Hence, health
policy has shifted cmphasis from institution 10 community casec. Community-Based
Rehabilitation (CBR) was developed as o response 10 enticism of the tradiyonal model
and as a means of dclivering rchabilitation in primary heafth carc settings (WCPT,
2003). It emerged from the World Health Orgonisation's vision of ‘llcalth for All by

2000° as the rehabtlitotion counterpast of Pnmary Healih Care - P'11C (WIO, 1978).

Geddes ond Chasnberlain (2001) categoriscd commumnity-bascd rehabilitation services
in the United Kingdom as:. Larly Supporicd Rehabilitation in which puticnis arc
dischorged home carly [rem hospital 2nd ¢eccived most of their rchobilitation t.lt. ho_mc;
Post-discharge rchabilitation — CBR following o period of in-paticot echabilitayyon;
CBR provided when the paticnt is not admiticd into hospital at all and late FZBR
provided well after the suwoke event. Esarly suppaited discharge is the mo..r;! widely
investigated (Cochranc Daiabase systemaotic Review, 2005). Community-Bascd
Rehobilitation is care reecived 1o the community once the patienis have passed the
acute stage ond have sransitioned back to thcir homes or community coviroivient
(Canadian Stroke Stricgy, 2006).

Introducing ichabilitation serviees 01 a locol or community level rcmoves, or reduces (0
minimum, lhe obsincles associated with (raditional institutional carc (Boyce ct al,
2002) The study of Dabrzanska et ol (2006) has demonstated thot patients who have
bad o suwokc can be suceeiginlly rchabilitalcd in a communtty hospital, 3uch as the
Pamary Healih Centse at Ooiynorin, Ibadan. Community hospitals: looscly delined as

small bospinls with few on-sitc dingnostic facilities ot specialized scrvices arc o long
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established components of healthcare provisions (Young and Donaldson, 2001).
Paticnts prefer the motivating covironment of commuitity hospilals because seeing
othiers with similar conditions encourages them and gives them hope (Halc et al, 2003).
Other studics have also shown that community-based exercise progiammes cAn
improve and retain mobility, functional capacity and balance and result in 2

demonstiabie impact upon the performance of aclivities and aobilites that are

considered meaningfut 10 the stroke subjects (Mayo et o). 2000; Hare et al, 2006; Eng
et al, 2003). Hontman-Maeir et al (2007) reported increased activity level and higher
satisfaction scores in patticipants in o community-based rchabilitailon programme. N
has been suggested that commuaily-based stroke rchabilitation programun e may result
in different or belter outcomes compared 10 home-based stroke rehabilitation
programme on account of isolation of the stroke susvivor in HBR as well as loss and/or

invasion of the privacy of the paticnt by healthcare provider (Hale, 2004),

231 {Iome-Bascd Rehabilitation

Rehabilitation services may be offered in the artual home of the peison as home-based
or domiciliazy rehabilitation (Hiller and Inglis-Jassiem, 2010). The incrcasing cost of
hospital-based rehabilitation has amplificd the nliractiveness of Home-based
Rchabilitation — HBR (Eldar, 2000). The full inpact of suoke may aciually not become
apparent until the patient has been home a few wecks and tries to gelon wilh his or her
life (Duncan ct al, 2005). Delivering services in the home environment appears {0 be
onc of the mechanisms by which intecvention improved outcome in terms of
reintegration and physical health (Mayo et al, 2000). von¥och etal (2000) claimed that

being at home cuabled paticnts lo sssumc responsibility for nad exert jofluence on their

| own rchabilitation

Evidence of the clfectivencss of home-based rehabilitation afler discharge from
bospital following stroke is ovailoble from scveral randomiscd controlled trials
comparing home-based rchabititation with institutional rehabilitation. Young and
Forsicr (1993) reponed o higher level of independence in activities of daily living,

wajking, siair climbing and social activity in participants in home-bascd rchabilitation
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~ (ban institutional rehabilitation. Patients who reecive rehabilitation in the home were

also repoarted to have a better adjustrment to cesidual disebility (Anderson ct al, 2000).
However, caslicr repert had indicated that bath are cqually cffective in tenns of pagent
outcome (Gladman et ai 1993). Other advantages of HBR mnelude elimination of patient
uave) resulting in dccrensed cost and [atigue, increased treaimenl eflectivencss and
appropriste formulation of treatment goals relevant to the home environment (Young

ond Forster, 1992). There may however not be adequaie floor space (o7 exercises and

decreased social intefact .on resulting ia increased possibility of depicssion (Stephenson

and Wiles, 2000).

2.%2 Primary Health Care

The World Health Orgonization member staies at the intcrnational conference held in
Alma-Ats, USSR in 1978 eccognized the need for broad health care services which
could address thc main healih problems of 2 community, providing promotive,
preventive, curdtive and rehabilitative services, 1his resulted in an intcrnational call for
action on the development and implcmentation of primnry health carc. Primary heahh
case (P11C) is essential health caze bascd on practical. scientifically sound and socinlly
accepiable methods and appropriate technology made universally accessible to

individuals ond families i0 the community through their full participation and ol o cost

that the cornmunity and country can olTord to maintasin (WHO, 1978).

The term ‘sppropriatc technology’ ¢n the Declaration of Alma-Aa, criticized the
creation of urhan hospiais in developing countries (Cucto, 2004). According to Cucto
(2004), these instltutions were perecived s promoling 0 dependent consumer cultuze
benefitting a minonty and draining a substantiel share of scarce funds and manpower,
Thus, PHC is about toking awoy the almost overwhelming focus on hospitals and
breaking down ihe barticrs Lot exist between patients and hcalthcare providers. 1t plays
a ccotial role in healih care systems worldwide by offering families cost-cflective
services close to home, climinating costly wrips to specialists and hospitals {Discasc

Conirol Pnonties Project, 2007).
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Primary hcalth care is somectimes used interchangeably with primary carc but both are
not exactly the sarse. The goal of PHC is to incotporate the components of primary
care which is the fust point of contact with the health cate system (Fricke. 2005).
Altematively, PHC in addition lo primary care recognizes the broader determinants of
health including population health, sickness prevention and health promotion (Health
Canada, 2000). Care ot this level does not only include the diagnosis and 1reatment of

the problem but can also incorpornie rehabilitation, health promotion and discasc

prevenuon as well as socinl integration (Fricke, 2005).

Primagy health care services can take place in an assoriment of settings such as health
clinics, schools and community health centres (Fricke, 2005). It was suggesied that
therc should be a fundamental shil from the rigid pyramudal structures that have
prevailed 1n the health sector to adapwable nciworks that improve access to all levelsof
carc (Frenk. 2009). According 10 Frenk (2002), this involves moving from health
centres where human and 1echnological resources arc concentrated into health spaces
which extend the reach of compechensive case into schools, workplaces, recreational

ateas and the homcs of those who live with o chronic condiuon. PHC was dcsigncd as
the new centre o the public health sysiem (Cucto, 2004).

In o study assessing palicnts’ perceptions of pnumory health care 10 a low-income inner
city pracsice in the Uniled Kingdom, Hannny et a] (1997) found thal patients were more
satisficd with pamary case than with other aspects of prinwsy health care. such as
housing Physiotherapy, chitopody and pharmacy wcre reporied as the services mosl
requesicd at the hcalth centre (Hannay et al, 1997). Soever (2006) found o broad

evidencc to indicate that physiothcrapy intervention within a PHC framcwork can have

an importonl impact on system-level. provider-levcl and client-level outcomcs.
Howevcr. at the present time physiotherspists ore not (0 any great eXtent seen as major
participants in PHC models of service delivery. To fully engage os PIIC providers,
physiolheropists must embrace the role of community therapist (Fricke, 2005)
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Nigeria launched its Primary Health Care plan (PHC) in 1987. The then militay
president — General Ibraliim Babangida announced PHC as the comerstone of health
policy. Its main stated objectives included accclerated health care peisonnel
Jdevelopment, improved collection and monitoring of hcolth daa, easured availabilily
ol esscntial drugs in all areas of tiie country; implementation of an Expanded
Propramme on lmmuaization (EPI), improved nutrition throughout the counuy,
promotion of health awarcness, development of a national faniily health programme
and widespread promotion of oral rehydration thetapy for treatment of diarrhoes in
infants and children. From the above stated objectives, it is apparent that the
rchabilitation of pcople with chronic diseases such as stroke was omittcd fiom the

Nigcrien PHIC policy. This is out of congiuence with the WHQO's siatcd objcclives of
PIC.

2.4 Coutmunity Reintegration after Stroke

One of the most impotiant elements of stroke rchabilitation, and possibly thc most
underestimatec. arca, is community reinicgration (Teasell, 2004). Sudden onset of
disability following o stroke represents o major disruption of the continuity of a
petson's life experience (Cott et ol, 2007). Comprehensive stroke rehabilitolion is o
multi-dimensional process consisting of prevention and trcotment of medical
complications, fesioration of maximal indepecndent functionng. [facifitation of
psychosacial coping and adaptation by the patient and family, promotion of community
inicgration and cnhanciag quality of life for stroke sutvivors (Roth ct al, 1998).
According to ‘Itigg and Wood (2000), one of thc aims of rchabilitation 1s (o reintcgrate
potients to a level of functioning whereby they arc able to make the same choices and

enjoy a lifestyle similas i0 what they had prior to stroke

Reintegrotion is the ability to function and do what one wantis to do or feels one has to
do without occessarily being free of symptoms, dissbility of help in form of human
assistznee or mcchanical devices (Weod-Douphinee et al, 1988), Reintegration into the
society ensures that rchabilitastion achicvements are sustdined in the long-term

(Glsdman, 2000). The concepr of reintcgrotion is closely ollied to functional
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performance and 1he degrec of reintegration achieved by patients nfier an incapacitating
illness i scen as contributing to the quality of their lives (Wood-Dauphinee ond
Williams, 1987). Qua\ily of life is defincd as individuals® perception of their position in
life in the contex1 of the cultuce and value systems in which they live and in relation to
their gonls, expectations, standards and concems (WHOQL. Group. 2002). Enhancing
quality of life is regarded as an inhcrent goal of rehabilitation services snd programmes
because of their (ocus on interventions to minimize the impaci of pain, physical and

cogpitive imgpairment, and on enhancing pasticipation in work and cverydny activitics
(Eng and Miller, 2008).

Participation refers 10 the involvement of an individual in life situations in relation to
health conditions, bodily fuictions and structures, activities and contextual fgctors
(WHO, 2001). The choracteristics ol n person’s environment such as support om the
family and utilization of health and social scrvices, affect social pacticipatioo afier
stroke (Vincent et al, 2007). These authors stated {usther that the presence ol handicap
situations in arcas such as intcrpersonnl relationships, mobility and Icisure ean isolate
the person ond foster the development of secondary disabilities if appropiiote

intcrventions ase not offercd. Teasell et al (2004) also noted that failure to mobilize

adequoic suppeit in the community' can potentiatly ncgate the best cfforts/results of
stroke rebabilitation.

2.4.1 Factops Influencing Community Reintegratlap

Community rcintegration, s a proxy 10 quality of lifc (Wood-Douphince and Williams,
1987), can be uffccled by factors that influence quality of life. These include:
Depressive Symptoms and Physicat Disabllity: Thesc arc the factors it conttibute
mo:t 10 an impairmcent of reintegration in stroke paticnts (Corter et al, 2000). Seoke

paticnis with depression and massive physical disabilitics have difTiculties reintegrating

into the comamunity.
Balance Sell Efticacy: Pang ct al (2007) in a study involving older adults living with

suoke. found balance self cflicncy 0 be nn independent predictor of satisfaction with
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community reintegration. Tliey stated further that improving balance sclf efficacy may

enhance community reintegration in this population.
Age: Failure to retum to work was related to older age among stroke survivors (Carter

et al, 2000). Patel et al (2007) reported a conuary finding of worse mental and physical
health in younger subjecis. This, they claimed may be due to cither the lesser ability of

younger viclims to cope psychologically with stroke or their higher cxpectations of
health.

Also gender is reported to have impact on quality of life with females having lesscr
l quality of lifc which may also be culturally reloted. Co-morbiditics; availability of

sociol supporst; stroke type and concordance also allect quality of life in stroke (Carter
| ct nl, 2000).

2.4.2 Mecasurcs of Community Reinlegration

The impaci of disease and treatment on patienis’ lives is frcquently measured by end-
poinis such as health status, well-being and quaiity of life (Piercy et al, 2000). Some of
the outcome mcasures uscd to assess the cffect of an incapacitoing cliseasc on
resumption of normal life are:

(u) Frenchay Activities Index (IAl): The FAI measures social function or lifestyle
and handicap afler stroke (Holbrook and Skilbeck. 1983). lt comprises of 15 items
related to normal activitics. Each ilem is roled on a 4-point scale from 0 to 3. The ijems
are: preparing mcals. washing up, washing clothes, light housework. heavy housewvork,
local sliopping, social outings, walking outside for greater than 15 minutcs, octively
pursuing hobbies, driving/ous wavel, outing/car rides, gardeming, household/car
mainicnance, reading beoks and gainful employment (Schuting ct nf, 1993; Picrcy et al,
2000) It has becn proven 1o be a valid and relinble mstrument. The Spearman's rho
correlation coeflicient for FAl is 0.93 (Picrey ct al, 2000).

(b) Subjective Index of Physical and Soclal Outcome (SIPSO): The SIPSO is a
briefl, self-complcicd measure of physical and social outcome following stroke as well
satisfaction with functional sistus (Tngg and Wood, 2000). 11 consists of 10 jlems
scoted on a scalc of O to 4. The higher the scorc, the higher the leve] olinicgration. The

items covcr areas like physical functioning or mobility. social int¢raction, boredom and
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self image. It is a valid and 1eliable measure of reintegration to pre-stroke lifestyle and

has a test-retest reliability with inua-class corelation coeflicient of 0.96 (Trigg and
Wood, 2003).

(c) Recintegrution tu Normal Living Index (RNLI): The RNLI was devejoped as a
measwe of pglobal fiinclion status of patients by Wood-Dauphince =t al (1988). It
assesses the consequences of discase upon the resumption of normaij life (Daneski o al,
2003). 11 comprises of 11 declarative statements. It has 2 subscales: daily activities
subscale comprising of statements | — 8 and perception of sel{ subscale comprising of
statements 9 —~ 11. Scoring is based on distance along a 10 cm v1sual scale wherc 0 =
‘docs not describe my situation® and 10 = *fully describes my situation®. Overall Score
1s adjusted algebraically as:

(totnl score)/1 10x 100 (Wood-Dauphince c1 al, 1988).
It was modiflicd by Daneski ct a] (2002) 1o form the RNLI-I’ which uses an *agrec/disagree’
lormat as altermatives. Responses were scored 0 (or disagrec and | for agree giving a
maximum scote of | 1. The modilied version has been shown not 10 be sensitive to changes.
The original index has a test-rctest reliability of 0.83 and an internal consisiency ranging
between 0,76 and 0.90 for community dwelling elderly (\Wood-Dauphinee cl al, 1988). It has
been used in studics involving reintegration of stroke survivors (Mayo ct al, 2000; Marklc-

Resd et al, 2011). The original insttument was uscd in Wiis study to assess community
remicgration of stroke survivoss.
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CHAPTER THREE

MATERIALS AND METHODS

3 Pariticipants

A (o1l of 65 stroke survivors were approached for this siudy. Only 56 gove their
consen! to participate in the study. The S6 conscnting individuals had first
incidence stroke and were consecutively recruited fiom the medical wards and the
physiotherapy clinics of the University College Hospiinl, Ibadan and Adeoyo
Matemnity Teaching Fospila), Ibadan. They were randomly assigned into either the
Primary Hcaith Caic Group (PHCG, n=29) or the Home Group (1HG. n=27) using

the fish bowl method of andom assignment Fifty-two individuals comprising 25

PHCG and 27 HG pasticipants however completed the study. Four participants

dropped out [rom the PHCG because of their prelerence for the 11G. Participanis in

the PHCG and HG were ircatcd at the primaiy health centre, Oniyantin, Ibadan and
their homes respectively.

Incliusion Criterio

Stroke survivors \wwho met lhe following inclusion criteria participdted in the study:
i. Stroke survivors with first incident suoke swho at the point of recruitment had
nol stayed more than 2 wecks at home af er discharge [rom the hospital,

it. Stroke survivors who were not ophasic and could comprehend and follow a 3-
siep command (minimai or no cognitive impaimment) as well as give inforincd
conscnt

Excluslon Criterla

Stioke survivors with the following criteria were excluded from the study-

i Indjviduals with strokes from non-vascular origin

il Stroke survivors with severc or uncantrolied hypertension,

iii Stroke survivors from whom informed consent could not be obtained.
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12 Malerlals

The following maltcrials were used in the course of this study:;
(n) Stroke Levity Scale (SLS): The SLS wos used lo measuro the scverily of
sttoke in the pasticipants at the point of recruitment into the study. ' is 8 4-item

scale. The items in the scale are exteemities function (upper and lower limbs),
aphasia and mobility (Owolabi and Platz, 2008). Extremity function is graoded
on a scale of 0 - 5, aphasia on n scale of 0 - 1 while mobility is graded from | -
S (appendix A). Score ranges from 8 minimum of | o ¢ masimum of 15, The
SLS has an intemal reliability with a Cronbach's o of 0.73. It is a concise,

simple, rellable and valld siroke impairment scafe (Osvolabi and Platz. 2008). It

15 interviewer-administered, Only participants with mlid (1 | to 15) 10 modemte

(6 10 10) stroke severity were included in the study.

(b) Modlified Motor Assessment Scale (MMASY: The MMAS was used (o
mecasure the motor function abllity of participonts. [t asscsses the motor
tecovery of paticn!s with stroke and is based on motor components of acllvitics
of daily living (1.ocwen ond Anderson, i988), It Is a modification of the motor
assessment scale. The MMAS comprises of 8 items that arc assigned a score
from O —~ 6 peitaining 10 upper extremity motor recovery, balance and function
(appendix B). The MMAS Is intervicwer - administered, briefl and easy to
odminister. It has an inter-rater reliability of 0.95 ond a test-retest reliability of
0.98.

(c) Short-Form Postoral Assessmcnl Scale for Stroke (SFIPASS): The SFPASS
was used to assexy postural balance of paticipints. The SFPASS was
developed from the Postural Assessment Scale for Stroke (PASS) which is a
maaare of postaial bajance in stroke povients (Chien et al, 2007). It consists of
5 ntems scored on a 3 level scale ranging from 0 to 3 (appendix C). It is simple
and fast to administer. The SFPASS kis a reliability of 0.93, s concument

validity of 0 98 with the original PASS and a predictive validity of 0.82 (Chien
ctal, 2007). It is interviewer - administered,

(d) Reinlegration to Normal Living Index (RNLI): The RNLI was used 10
assems b reintegration (handicap) level of participants, The RNLI is an {1-
men scale that covers areas such s paiticipation in recreaticanl and social
sctivithes. movemon within the community and how com fortahle the ind jvidual
is in his role (a the family and other relatlonships (Mayo ct al, 2000) Scoring is

T
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bascd on distance along a 10cm visual scale (0 = no inlegration. 10= complele
reintcgration). Score is adjusied to o percentage indicating the degree of
reintegiation thus:
(total scorc)/110x 1 00 (Wood-Dauphinec et o!. 1988).

The highcr the score, the higher the integration. The RNLLI is casy to administer
ond is responsive to changes in the clinical siotus of paticnts.

(c) llealth-kelated Qunlity Of Life In Siroke IPatients (HIROLISP): The
LHIRQLISP was uscd to assess the quality of llfe in the patticipants pre- ond
post-intctvention, The HRQLISP Is a stroke-speclfic ond patient<entred

measure cncompassing two dimensions and scven dornains, The physical

dimension includes the physical, emollonal, intclleetual nnd ceo-social domains

| whilst the spititual dimenslon comprises the sou!, spirit and spiritual interactlon
domains (appendix E). It has a retinbility ronging from 0.72 - 0.85 Cronbach’s
alpha and has been volidated for usc in this environmenl (Owolabi and
Ogunniyi, 2009). 1t has a Yoruba verslon which has been used and validated
for this environment (Owolabl and Opunniyl, 2009). Both verslons of the
HQRLISP were used in this study depending on lhe language proficiency ofthe
paiticipant

(f) Berg Balaace Scale: The domains of this scale were used to train balance in

the participants.

() Sandbags of various sizes (from 0.5kg to 4.0kg) used for strengthening

muscles of the affected upper and lower extremities.

(h) Sphygmomanometcer and Sicthoscupe: A mercuy-in-glass
sphygmomanometer (Acoson England) and a siethoscope (Littman, U.S A)
were Used to meanire padticipants” blood pressurc in mmilg.

() Easmination table: 50-em high examination table was used 1o pesform the
items | and 2 of thc SFPASS (Chien et al 2007).

') Wooden block of 23cm was used during the step standing exercise of balance
training

(x) 2 Chalry of 38cm In height and 75cm [n width was used o traln transfer
activities. One of the clairs kad @rmrests while the other did have armrests.

() Two weighlng scales: Two bahroom weighing scales (Hanson, Ireland) were

ased 1o messure weight distmbution on the lower limhs of panticipants to the
nentes | Okg.
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(m) Stop Waich (Tiacmate, Heuer) was used 10 measute the time taken in seconds,

10 cover the centrai six meters of the 10-meter wnlkway.

(n) 10-meter walkway was measured and mapped out on participants’ c¢orridoss
and at the pramary health centre, Oniyanrin, 1badan.

33 Mcthods
131 1Research esipn

The study employed a quasi-expcrimental rescarch design (rendomfsed controlled
ciinical trial) involving an cvaluation of the comparative eflects of the developed
PHCPP on sclected indices of recovery among stroke survivors trcated at the

primary health centre, Oniyanrin and those trcaled ot their respective homes. The
patticipantsireated at their homes constituted the control group.

3.3.2 Sampling Technique

Consenting paticnis who met the inclusion criteria Were reciuited consccutively into
the siudy from the medical wands and the physiotherspy' clinicsi of the University
College Hospital, [badan nand Adeoyo Maiemity Teaching [lospital, Ibodan. The
recruitment at the medical wards was carsied out a1 the point of discharge. Grouping

was achieved by random assignment mto eithcr the Primasy' FHealth Care Group or
the tlome Groups using the fish bow ! method.

333 Sample Suze Determination

The samplc siae (N) was dete/mined using the Cohen's table ot a = 0,05, degree of
freedom (u) = k -1, where k is the number of groups 1.c. 2. Thercfore, ot a = 0.05. u
=], cffect size (A = 0.3% (medium valuc) and pawer (w) = 0.70, groop sampie size

(n = 26). Sample size (N) for the study was dctomined as minimum of 52
patticipants (Portncy and Waikina 2000).

.34 Frocedure

Ethical sppvoval was obttaced (fom the Unliversity of lbadon/University College
Hosprta) ticshh Research Ethics Commitice (appendix F). The nature and objective
of and groardirre for the study were explained to the panticipents after which their
jaformicd consents were sought and obtalned. Permission was also obuined from
the sxxtority of the primary health centre, Oniynarin. [badan (appendix G).
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(a) The severity of stroke (SS) of 1he paricipants was measured at the point of
recruivnent into the study using the SLS. This was calculsted as the sum of
maximum muscle power (MP) in the dexirous upper limb, maximum muscle
power in the affected lower limb and mobility score. Each of the 3 itains was
graded on a 6-point scale ftom 0 — 5. The maximum obtainable score was 15
from which | was deducted if aphasia was presznt (Owolabi and Plaiz, 2008).

SS = MP(dextious UL)+MP(affected LL)+Mobility score-! (if apltasic).

(b) The bascline motor function ability of the pasticipaitls was axessad al the point
of tecruitment into the study using the MMAS, This was done by’ requesting
each participant to carry out the series of tasks in the insqument namely: rolling
from supine 10 side-ling. moving from supine to silting over side of bed,
balanced sining. walking, upper arm function, hand movemenls and advance
hand octivities (appendix B). Quality of performance of some ttems under the
asks ond speed of performance of some other itans were assessed based on the

criteria for scoring each task as lisicd in appendix B (Carvetal, 1988).

(c) Baseline postumi balance of each participani was assessed using the Short Form
Postura) Assessment Scaie for Suoke (SFPASS). Participants werc required to
carry out the S tasks on the scale viz-a-viz sining on the edge of the table 10
supine, supine 1o sining up on the edBe of thc tabic. silling 1o standing up.,
standing up to sitting down and standing on non-parctic lower limb,
Independence in pecformance of task was graded on a 3-point scale (0, 1.5, and
3), The maximum obtainable scare was 15 (Chien et al. 2007)

(d) Level of relmegrstion into the community post-sitoke ‘was assessed using the
RNL.I. Posticipantis sesponded 1o || declarative statements using a visual scale,
The seaie is from O — 10, where 0 means 'does not describe my situation® white

10 means ‘fully describes my situation’. Particlpants indicated the leve] to
which each swatement described their individual situstion on the scate, The
moximum cbttinable score was |10, The RNL.] score for each pasticipant was
coiculatcd by converting the total score divided by the snaximum obtainable
score Imo o percentage as shown below:

(towal score);110%100 (Wood-Bauphincect ol, 1988),
(e) Quality of life of the participants wos measurcd using the lHealth-Related
Quality of Life [n Stoke Patients (HRQLISP), The HRQLISP also senned as the
daota collection form for socio-demographic and clinieal dota of participants.
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Participants were expected to respond to the scl of questions under each of the 7
domains. Fach question has specific scores attached as shown in appendix E.
Tota! score for cach domain was converted into a percentage score. Totol
HRQLISY score was determined by {inding the mean of the domain scores as
indicated below:
(36Physical+Yecmolional +2%intcllcctual +2esoul +3%spirit + Yoecosoctal +Zospiritual
interaction)/?,

(f) Standing asymmetiy ratio; Weight distribulion on the lower limbs was measured
using two weighing scales placed ot s latern) distance of 20cm aput at the
position of the first meinarsol heads (Bohmnnon and Waldron, 1991).
Porticipanis wese tnstructed 10 stand barefooted with one foot each. on cach
weighing scale and maintsin as much balance aos possible while standing
upright. With the paniciPant looking stralght aticad. the researcher 1zad off the
weight distcibution on cach weighing scale o the nearest {.0kg (Plate 1), The
sum of the 0 readings was equivalent tc the total body weight. The values

obuincd were subsequently converied to a peicenl of the total body weight for
cach lower limb. An asymmeity nitio was then calculated as follows:
% body weight oo unaffected tower limb
% body weighton affecicd lower limb (Caldswell et al. 1986).
(8) Walking.speced: A 10-metre waltkway was mapped out on the Jloor using a metre

rule. Participants were then required 10 step on the walkway and waltk it to the
end at his or her prelerred speed (Plate 2). Ambulation for the central 6-metre
area was timed and recorded with the stopwatch. Ambulation wlthin the First
and lasy 2-metre ares of the walkway were not recoided to climinaie the etlect
of the acceleration that occurs when the foot is lifled off the ftoor and the
deceleration that occurs when the swinging leg slows down in prepanition for
coutact with the floor (Magee, 1997), The stopwatch was staried on the first
comact of the right foot after the subject has passed the st 2.metre mark snd
was stopped on Ihe (inal right heel contact before the subject passed the

' beguning of the last 2-mctre mark. Walking speed was measured by dividing

| the dstarsx {6 meves}) by the time taken (0 cover the distace. 1t was recorded
in meu=e PEY seToads.
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THE STUDY PHASES
Phase 1: Developing the treatment I’rotocol

The treatinent 100l used in this study is a Primary Health Carc-based Physioiherapy
Protocol (PHCPP). The development of the PHCPP was informed by the necd 10

have a physiotherapy protocol that is simple, casy 10 use and not technoiogically
dtiven. This is because the rchabilitation ol stroke survivors in secondary and
tertiaty healthcare institution where they go 1o for rehabilitsiion services s
beeoming increasingly equipment-based and out of the reach ol the average stroke
survivor. In line with the Declaration of Alma — Ala. it is, imperative (0 use
appropriate technology for cifective implementation of Primory fiealib Care
services. In a counlsy like Nigeria, appropriate technology ihat the community and

countiy can maintain will be one that is not electricity dependent. This provided the
justilication for the development of the PHCPP.

A scarch of existing literoture on curvent trends and arcas ol emphasis in stroke
management was cairicd out. A review of publisiicd studics on trends in stroke
managcment and evidence.based stroke management was done thiough & Pubmed
and PEDro seasch, Search strings used were ‘physiolherapy’ in primary health care’,
‘stroke tehabilitation in primaty heahh care’, *current trends in stroke rchabilitation’
and ‘physiotherapy in stroke rehabilitation’. The date limit was set fiom 2004 0
2008_ 116 articlcs werc reirieved but onty 47 artictes (full free text osticles, asticles
in porwable data fornat — PDF and ebstmcts of articles) addressed the area of
Interest . The literaturc search ¢combined with cursosy observotion in the elinics led

to development of the PHCPP with focus on four key areas of difficulty und

changes in physical fimctioning ol stroke survivors

Hence, the PHCPP comprised of structured exercise prograsymes to improve
svength, balance, pait aad bimonual activities. Established treatment opproaches
were synthesised o develop the Primmy Health Care Physiotherapy Protocol
(PHICPP). The PIICPP was used as reatment in this study. They consisted of:

(s) Assistive and resistive cxercises using Proprioceptive Neuromuscular
Facilitation (PNF) poriems te the muscte gioups of the upper and lower limbs This
is 2 malvcd of treaunent n which the pbysiotherapist facilitates the achievement of

specific movement palterns by the patient with particutar use of the themplst's
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liands (Jackson. 2004). The PNF excreises include upper and lower extremitics
pattems. The movement paltems arc in diagonals. Assistance and resistance arc
manually given and is subjective, based on what cach pasticipant can toleraie, PNF
pattcms were uscd unitil there was adequate strengih {as asscssed by the therapist) in
the extremitics for the use of mechanical stsistance (free weights). Resistance was
increased when patient could complete two scts of E0 repetitions of cach movement
through the avaifable range of motion.

(b) Balance training was carried out using the Berg Balance Scale domains (Au-
Yeung et al, 2003; Hamzat and Fashoyin, 2007). Paniciponis castied oul the
foliowing tasks:

1) Standmg unsupportcd: The paticnl stood from sitting without holding on to
anything and remained standing unsupported for 2 minutes. Progression was by
increasing the activily by one rcpetition and the duration of stending by [0 seconds
weekly.

li) Sitting unsupported with feet on the floor which entailed the patient sitting with
back unsupporncd and arms [olded for 2 minulcs. This was progressed by a 10
seconds incecase weckly.

tit) Transfer activities: Moving (tom chair 1o bed and back ngain — with and
without asmsests This was increased by one repelition weekly.

iv) Standing unsupponied with eyes closed for §0 soconds which was incrcased by
o seconds weekiy

v) Standing unsupjrorted with feet together. Patient placed feel together and stood
without holding on to anything for 10 seconds. Ttie durntion was increased by 10
seconds weekly.

vi) Reaching forward wiils outstrciched asms while standing. Patient lificd arms to
90", streiched fingers oui and reached forward as for as possiblc. This was increased
by one repetition weckly

vil) Retrieving object from floor; involved picking up shoce / slipper in front of feel
wilh standing as the staiting position. [t was increased by one repetition weekly.

vill) Tuming (o leok behind over lel: and right thoulders while standing which was
increased by one repetition weekly,

ix) Tuming 360° eompletely around in a full cirele, pause and then tum a full

circle In Uic other direclion within 4 seaonds Progression was by increasing the

aciivity by one tepelition weekly.
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x) Stool stepping by placing each foot aliermately on the stoal until each foot has

stepped the stool four times. This was increased by one repetition weekly.

xi) Tandem stance: involved standing unsupporied with one {oot in front of the
other: Wheie this was not possible. the foot in front was moved ahead of the one at

the back as much as possible with the heel of the forward foot dircatly in front of

the 10es of the backward foot for 30 seconds. 1t was increascd by 5 seconds weckly.

xii) Standing on affccled leg without holding on to anything for !5 seconds which
was increased by 3 seconds weekly,

(c) Functional activities of thcallected upper limb were trained using & combination
of self-assisied excrcises and task- oriented functional activities, The self-assisted
cxercises consisted ol exertiscs the paticat can aarry out by hinisclf or herself usiag
the unaffected exiremities. The task—oriented aclivities consisted of a bottery of
tasks that are needed for normal activitics of daily living such as opening dooss,

buttoning and un-buttoning clothes, screwing and unscrewing bolts and nuts (Pfate

3). Progression was by withdrawing nssistance piven, increasing the complexity of
tas). and the speed of carrying out the task.

Phase 2¢ Admialstratlion of the Primary (iealth Care- Basci Physlotherapy
Prolocol

The PHICPP was used as the inlenention for the 2 groups. in addition to the

PHCPP. pain was treated whete indicated using soft tissue massogc.

Participants in the PHCG were treaied at the primary health centre, Oniyannin.
Participants in HG wcie trealed at their espective homes,

Phase 3: Evaluating the cflicacy of the PHCPP io the two groups

Two research asslstants who were llcensed physlotherapist were engaged In the

rescasch. Baseline and follow-up sssessments (at the 2, 4%, 6, 8% and 10" wecks)

of motor function. posiural balanec end community reinicgration were casried oul

using the MMAS. SFPASS and the RNLI respectively by one of the research
| assistans who was not involved in the treatment of the patticipants (Blinded

Observes- B0}, Quality of life, asymmcetry ratio and walking speed were measured
|

at bawline and al }0 weecks for the two groups. The second rescarch assistant (R1)
|

worked in conjunclion wilh the rescascher to edminlster the PHCPP on the two
groups of paitic ipants
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A pilot study was catried out (o (rain the rescasch assistant (R1) on the PHCPP and
the mode of treatment lo ensure standard compliance with the protocol The
rescrcher and the rescarch assistant (R1) alternated 1seatment for all participants in

both groups- Thus, cach pasticipant had ten (1 0) teecatment contacts with each of ihe
researcher and the research assistant (RI ).

Treatmcat Schedule: Each trealment scssion lasted about 60 minutes. Pasticipants

were allowed to rest in-between exercises and also aliowed to stop based on their

. individual tolecance. The intervention was carricd out 2 times 2 week with 2 days

inteeval between treatment days for 10-consecutive sweeks. Progressionol treatment

nctivities was bascd on individual pasticipant's tofermmncc and performance.

3.1 Data Analyses

1. Descriptive statistics of mean and percentages was used to summanze the
demogeaphic and clinical chesactcristics of paticipanis in the two groups.

2. Paired t-test was used to compare the pre- and week 10 scores of each ol quality of
life, asymmetsry ratio and walking speed within cach of the wo groups.

3, independent t-test was used for between-group comparisons of quality of life,
asymmelry ratio and walking speed.

4. Fricdmen's test was used (0 ecompare motor function, postural batance and
community reintegration over the 10 weeks within the 2 groups.

S. Genera! Lincar Modcl for Rcpeaicd Mcasurcs was used for between-group
comparsisons of motor function, pastural balance and community eeintegration.
Bonferroni post hoc was used ta adjust for gender,

Level of significance was set at @ = 0.0S.
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CHAPTER IFOUR

RESULTS AND DISCUSSION

4.1 Resulis

4.1.1 Dcvelopment of the Primmary ITealth Care-based hyslotherapy I'rotocol
The identified ureas of focus in suoke rehabllitation were restoration of balance and
function, community reintegrotion and community ambulation, 1sk-oficnted
approach of training function ond improving quality of life. Equivocal cvidence was
found for strength training in the affected extremitics. Bolonce tratning, functional
ability that translates 10 smprovement in petivitics of daily living snd improving
quality of life have high level of evidence (7-8/10). The emphasis in achicving these
identified goals was on the use of rcpelitive task-oriented tcchnigues of mansgement.

The literature sessch combined *vith cursory observation in the clinics led o
development of the PHCHP with focus on four key arcas of difficulty and changes in

physicst functioning of stroke survivors Hence, the PHCPP compniscd of struciied

exercise progrsmmes (0 improve strength, balance, gait and bimanual activities

(appendix H). Thesc cxcrcises have been used singly and in eonjunction with other
exercises in the mansgement of sroke sunvivors both i the community and in
were no published anlele or manun! in which ihey were brought

y that could be used or followed in the management of

bospital seitings there

together as a treatment proteco
stroke patlenls. Each treatment ppproach had been proven to have its ow singular

ments

4.1.2 Demogrsphic aad Clinlcat Choracteristics of the Participaats

A total of 56 (27 males, 29 femnles) consenting stroke survivors who met the
Inclusion critesin werc consecutively recevited for this siudy. They were mndomly
assigned Into cither the Primary Heahh Care Group (PHCQ, n=29) or the tlome

38

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Ctoup (HG, n=27). However, 52 individuals comprising of 24 males and 28 females
completed the 10-week treatment programme. Twenty-five were in the PHCG (7
maoles and 18 fcmales) while 27 were in the HG (17 males and 10 females). Four of
the pasticipants allocoted to the PHCG withdrav their consent afler group sssignment
giving a drop-out rate of 7.14%. The patients dropped out becausc theic preferred

group was the HG. Those who completed the study were similar in demogrephic and

clinical chasacteristics 10 those who drepped out.

The PHCG and HG were comparable in tcsms of age, limb dominoance, side of
afTeewtion, and socio-cconomic status but differed significantly in terms of gender
distribution. The number ofmales in the home group wos significantly higher than the
females whereas there wete mote females in the PIC group (p = 0.01). The mean age
of the participants in the PHCG was 60.6+10.2 years while the mcan age for HG was
61.7+8.4 years. Almost all the patticipants in the PI{CG and the HG had right limb
dominance (96.0% and 92.6% respectively). The demographie ond elinical
characteristics of the pasticipants are presented in Table 1.

Nearly half of the participants in the PHCG (48.0%) hud past medical history of
hypeitension, 44.0% werc unaware or ignorant of any medical illness immedisicly
prior to onset of stroke whife 8,.0% bad history of diabetes and hypertension (Figure
1). Mojosity of the pacticipants in the HG (59.3%) were previously diagnosed to have
hypeitension, 33 3% claimed they were unaware of any medical illness prior to the

onset of sroke while 7.4% had histoiy of diabetes.and hypestension (Figure ).

4.1.3 Changes in Motor Funclion Scores (MMAS) of Particlpants over 10
weeks
Table 2 shows the changes in motor function ability scores of the participants in the
PHC group over the 10-week period while changes in motor function ability in the
Ifome group Is a3 presented in table 3. Both the PHC and Home groups showed a
statistically significont Inccease in the motor function scores (o = 112,31, p = 0,01, 7
= ]17.92. p = 0.01 respectively) in response 1o treatment with the PHCPP with the
Fnedman tesi. The motor function scores continue (o Increase lincarly in the PHCG
from 229 £15.2 st baseline 10 34.7 +(1.7 al week 10 while the 11G had a linear
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Table 4.1. Demographic and Clinscal Characleristics of Particigants (N =32)

PHC Group Home Group ==
Charactcristics
it (%) o (%) Y p-valuc
Gender
Male 7 (28.0) 17 (63.0) 6.38 0.01
Female 18 (72.0) 10 (32.0)
Marital Status
Single 1 (4.0) b (18.5) 5.62 0.06
Moarried 21  (84.0) 22 (8i.5)
Widowed 3 (12.0) 0 (0.0)
Highest Education
None i} (16.0) 5 (18.5) 2.39 0.49
Primary 9 (36.0) 5 (18.5)
Secondary 7 (28.0) 8 (29.6)
Testiary 5 (20.0) 9 (33.5)
Limb Vominance
Right 24 (96.0) 2% (92.6) 027 059
Lefl 1 {0 2 74
Side of Affeclation
LeR 18 (68.0) 18 (66.7) 0.92 1.00
Right 8 (32.0) 9 (33.3)
Mean Age (ycars) 60.6+10.2 61.748.4 0.67

Key:

PHC Group = Primary Health Care Group
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Figure 4.1. Distribution of pacticipants In the Primary lealth Cure and | fome groups

by past medical history
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Table 4.2. Comparison of motor function scores of participants in the Prima:y Health

Care group from baseline to week 10 using Friedman's test (N = 25)

Mecan scorces
Time Frame 3

e p-value
TS.D

Bascline 229x152

Wecek 2 26.3213.9

Week 4 29.5¢£1322 112,31 001"
Week 6 30.8=12.3

Week 8 32.4+12.7

Week [0 34.7+£11.7

I

* Signilicantat p < 0.05
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Table 43. Comparison of motor function scores of participants in the Home grovp

from bascline to week 10 using Friedman's test (N — 27)

Time Frume

Mean sceres

7 p-value
TxS.D
Bascline 19.9£16.4 :
Weck 2 24.44:14.5
4 ° t . -
Week 4 28.4+£13.0 - 0.0l
Week 6 31.6x11.7
Week 8 34.2+11.2
Week 10 36.6:10.3
*Significont ot p < 0.05
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increasc fiom 19.9 +16.4 at baseline to 36.6 +£10.3 at week 10, That IS, thcre was a
tme — trend effect in the increase in both groups (Figure 2) Therc was however, no

statistically significant difference (p = 0.94) in the mean scores between the two

groups at each lime of asscssmenl over Liie 10-week period (Table 4).

4.1.4 Chaoges in Postural Balance Scores (SEPASS) of Participants over 10
weeks

Thete was a stalistically significant increase in the postural balance scoses of
participant in the PYIC group froni 8.6 £50 at bascline to 12.3 £3.2 ot week 10 (Tablc
5). There was a similar statistically significant increase (p < 0.05) in the postusl
balance scores in lfome group at from 7.1 £5.6 at baseline 10 12.3 £3.3 at week 10
(Table 6). The increases demonstrated a lime — tend elfect. thet is, it contlinucd over
the study period (Figure 3).

Tkere wos no slalistically signif:cant diffcrenez in tic mean scores for postural

balance over time (wcek 0 1o 10) between the PHC and Home groups ([ = 370.82; p =

0.65). The PHCG had a clinical bul nol stalistically significantly higher scote at

baseline (22415.2) than the iHome group (19.9£16.4). both groups had comparnable
scores thyoughout the study period (Table 7).

4.1.5 Changes la Communlty Reinicgration Scores (RINLI) of Participants over
10 weeks

The PHC group demonstuated significant increasc in ke level of community
ccintegration from 30,1422 9 nt baseline to 58.7425.4 a1 weck 10 (Table 8). This
incrcase  showed o statistically significant positive difVerence in the leve? of
reintegration of the pariicipants (° = £22,89; p = 0.01). Tlie community rcintegrdtion
scores of panticlpanis in the llomc group increased from 28 4+26.) at baseline (0
53.9228.7 ot weck 10 (Table 9). The obseivcd increase was also statistically
significany (C = 78.42 p = 001). The increases in the two groups did not follow a
ttme — trend particularly: from week 6 (Figure {1). Between.group comparnison of the
mcan scores for RNLI showed no statistically significant diffcrence (p = 0.90) over
the 10- week perind betweea the P14C and Home groups (Tabie 10)
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Figure 4 2. Trend of moior function scores inthe Primatry Health Care and
Jiome groups over 10 weeks
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Table 4.4. Comparison of motor filnction scores of participants in the Primary Health

Care and Home groups from baselinc to weck [0 using the General Linear

Model (N = 52)
PHC Group: Home Group:
Time Frame n =25 n=27
T1S.D T1S.D i e p-+aluc

Baseline 229+15.2 19.9£16.4 ~7

Week 2 26.3£13.9 24.4%14°5

Week A 29.5+13.2 28.44§3.0 280.31 0.94
Week 6 30.8=12.8 3).6x11.7

Week 8 32.4£12.7 31.2441.2

Wecek 10 34,7241 36.¢£10.3

KeY:

PHC Group = Primmy Healih Care Group
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TA I.tl.it':-l.s, Comparison ol the postuink bulance scotes of participanty in the Primary
tHealth Care group from baseline 1o week 10 using Vricdmans (st

(N = 25}
= — ] Mean scores Sy — -
Time Frume X’ ¥
T8.D

Baseline 86150 ™

Week 2 91144

Week 4 10.143.7

Week 6 11146 et 001

Week § 11.723.2

Week 10 12.3¢3.2

——————“_II
*Significant at p < 009
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Tabe 4.6. Comparison of the postura) balance scores of participants in the Home
group from baseline 10 week 10 using Fricdman's test (N = 27)

—— ———————————

Mean scores

Time Frame y? b-valuc
T1S.1
Basclinc 7.125.6 e
Week 2 84249
Week 4 &2 p
2 99.93 0.01
Week 6 10.943.6
Week 8 11.843.5
Week 10 123433
*Significnnt at p < 0.05
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Pastural Balance Scores
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Key:
PHC = Primary ticalth Care

Figure 4.3. Trend of posiural balnnce scores in the Primary tlcaith Core and
Home groups over 10 weeks
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Tablc 4.7. C?im'parison of the postura] balance scores of participants in the Primary

Health Care and Home groups from baseline 10 week 10 using tie General

Linear Model (N = 52)
Irl
PHC Group:  Home Group: |
Timc Frame n=125 n=27
21S.D T45.0 By p-value |
Baseline 8.645.0 7.125.6 =
Week 2 9.150.4 8.4+4.9
Week 4 10.123.7 9.634.2 370.82 0.65
Week 6 11.1£3.6 10.9+£3.6
Week 8 11,7232 11.B+£35
Week 10 123232 12,323 .3
Key:

PHC Group = Primary tlealth Carc Group
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Table 4.8. Comparison of community reinlegration scores of panicipanis in the
Primaiy Health Care group from baseline to week 10 using Fricdman's test

(N =25)

Neap scores

Time Frame ¥ p-valuc
T1S.D
Baseline 30.12229 -
Week 2 36.5423.3
[] ,aﬂ“-d w
i B (22.89 0.01
Week 6 52.8424.6
Week 8 57.6425.
Week 10 58 7£25.4

————————————————————

*Significant atp <0.05
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Table 4.9. Comparison of community reintegration scotes of participants in the Home

group from basclinc 1o week 10 using Friedman’s test (N = 27)

Mceanp scorey

Time Franmic y p-valuc
ZS.D

Baseline 289226 .1

Week 2 31.0226 .4

Weck 4 P 525.9 78.42 0.01°
Week 6 $6.3+£28.0

Week 8 5 I.2t28 6

Week 10 53.9+28.7

j S—

*Significanl ot p < 0.03
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Flpyre 4.4, Trend of community reinlegsaion sCores of pastscipanis in the
Primnry Health Care and Home groups
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Figure 4.4, Trend of community feintegration scores of garticipants in the
Prissiary Iicalth Core and Home groups

53

h AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Tuble 4.10. Comparison of community reintegistion scores of pacticipants in the

Primary Health Care and Home groups from bascline to-week 10 using
the General Lincar Model (N = 52)

PHC Groupe; Itomc Group:

Time Frume na2s nm=2? f-value p-veloc
TxS.D TS0

Daseline 30.1£22.9 28.4£26.1

Weck 2 16.5+£23.8 311.0£26.4

Weck 4 15.8+24.4 36.8x259 39 0.90

Week 6 52 8+£24.6 16.3428.0

Weck 8 57.6825.1 51.2428.6

Week 10 5874254 5394287 =

KeY:

PHC Group = Prisnary Health Care Group
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4.1.6 Changesin Quality of Life (HRQLISP) Scores of oser 10 wecks

;Ihc physical, emotional, spint and spiritual interaction domains scorcs on the
HRQLiSP in the PHC group siatistically increased from 6342151, 6422)22,
72:124.9 and 77.629.3 respecti elyat bascline to 75.614.9, 72.6217.4, 77 124 .4 and
849+6.1 respectively al week 10 (Table 11), The Home group niso obizined
statistically significantly higher scores in the physical (69.6x!7.4) and emotional
(77.8210.5) domains at week 10 compared with the physical (59.7£17.3) and
emotional (66.7+11.5) domain scores et basclinc on the HRQLISP (Table $2). The
ovcrall quality of life in cach of the two groups were signilicantly increased (p = 0.0t)

from base line 1o week 10,

The PHC group showed n statistienlly significant increase in the spiritval infcraction
domain score (84.946.1) on the HRQLISP comparcd with the Home group (76 7£8.9)
while the Fome group had a statistically significant increase in the cco-social domain
(68.7+13.3) compared with the PHC group (62.346.0). The scores in othcr domains
were compagadle in both groups and the overall HRQLISP scores botween the 1wo
groups were not statistically ditfcrent (Tables 13 and 14).

4.1.7 Changes in Asymmetry Retlo and Walking Speed over 10 weeks

Thie weight distribution (asymmctiy eatio) of pasticipants in the two groups wirs
siSuificantly higher post - intervention (p< 0.05). The walking speed in the PHC
group significanily increased from 0.30£0.20 m/s at baseline to 0.60£0.40 m/s at
week 10 Theee was a similar sitistically significant increase in the walking speed of
participants in the Home gioup from 0.3050..10 m/s at bascline 10 0.50+0.40 m/s at
week 10 (Table t5). klowever, the mcan asymmetry ratlo and walking speed between
the 1wo groups were not sintistically different (Table 16).
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Table 4.11. Comparison of quality of life scares of pasticipznts in the Primaiy Realih

Care group at baselinc and week 10 (N = 25)

Basclinc Week 10 -value nvalue
Domains = -
T#S5.D TS.D

Physical 63.4415.1 75.6£14.9 7.45 ~o.or
Emotional 64.2£12.2 72.6:17.4 2.41 0.02°
Intellectual 78.5+12.7 81.6x12.8 1.80 0.08
Soul 72.3:6.9 72.147.1 0.27 0.78
Spirit 72,1149 77144 4 3.74 0.01°
Eco-social 64.7+6.0 62.3+6.0 1.85 0.07
Spirit. [nteraction  77.629.3 84.9£6.1 5.16 0.01°
Total HRQLISP  70.4%4.9 75.245.4 5.62 0.01°

*Significantatp <0.05

Key:

— Y E———————

HRQLISP = Health-Related Quality of Lifc in Suoke Paticnts
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Table 4.12. Comparison of guality of life scores of participants in the Home group
at baselinc and wecek 10 (N=.27)

Bt e B._'uscllne \ﬁ:ek 10 1-value p-1ulue
T+S.D TxS.D
Physical 59.7¢17.39  69.63£174 3.44 0.01°
Emotional 66.741(.5 77.8£10.5 4.53 0.01"
intcileciual 782%13.8 82.6x13.7 1.77 0.08
Soul 71.845.1 73.6¢7.8 1.02 0.31
Spirit 72.515.4 743264 175 0.09
Eco-social 64.915.6 68.74£13.3 i,78 0.08
Spirit. Interaclion  74.248.3 76.7£3.9 1.03 0.31
Tow] HIRQLISP  69.745.8 74.8459 S f 2.01'
*Significant at p< 0.05
Kev:

HRQLISP = Health-Related Quality of Life in Siroke Patients
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Table 4.13. Comparison of quahity of life of participants in the Primary Health Caie

and Home groups at baseline (N = 52)

PHC Group Home Group {-value p-value
Domains n=25 n=27
T+S.D T+S.D
Physical 63.4+15.1 59.7417.3 0.79 0.43
Emotional 634.2+122 667+11.5 0.74 0.45
Intetlectua) 78.5+12.7 7824+13.8 0.07 0.93
Soul 72.3x6.9 71.8+5.4 029 0.76
Spirit 72.1£4.9 72.525.4 0.27 0.78
Eco-social 64.746.0 64.9+5.6 0.09 0.92
Spirit. Interaction  77.629.3 74.2+8.3 137 0.17
Towl HRQLISP 70.424.9 69.7+5.8 0.45 0.65
Key:

FIRQLISP = Health-Related Quality of Lifc in Stzoke Patienis
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Table 4.14. Comparison of quality ol life of partictpauts in the Primary Hcalth Care

and Home groups 2t week 10 (N =52)

’HC Group lHome Group t-valee p-value

Domaius ne 2§ n=27

T+S.D T4S.D
Physical 75.6%149 69.6%+17.4 131 0.19
Emotional 72.6417.4 77.8%10.5 1.31 0.19
intellecuual 81.6x12.8 82.6£13.7 0.24 0.80
Soul 72.1£7.3 73.6+7.8 0.70 0.48
Spirit 77128 4 74.3:6.4 181 0.07
Eco-social 62.316.0 68.7%13.3 2.20 0.03°
Spirit. Intcraction  84.916.1 76.748.9 3180 0.01°
Towl HRQLISP 75.2+5.4 74.8x5.9 0.26 0.79

* Significant at p < 0:05

Key;

PHC Group = Peimary Health Cure Group

HRQLISP = Health-Relaied Quality’ of Life in Stroke Patien(s
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Table 4.15. Within-group companson of asymmety ratio and walking speed of the
Primary Health Care and Home groups at basetine and week 10 (N = 52)

FICG Home Group
n=2S o
Variable/Time : n=27
Z+S.p  -valuc p-vialue  T#S.D  -valuc i=value
Asymmetry ratio
Baseline 0.5+0.3 4.40 001 0.310.4 5.20 0.01°
Week 10 0.740.3 0.7:0.3
Walking speed
(mecuessce)
Baseline 0.3+0.2 225 001 0320.4 371 0.0)°
Week 10 06404 0.5:04

* Significant a1 p < 0,05

Bey;
PHCG = Pnmary Health Catc Group
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Table -I.16. ﬁcm'cen-group comparison of asywnmetty ratio and walking speed of
the Primary Health Care and Home groups at baseline and week 10

(N=52)
PHCG 1lome Group:
Yariable/Time ne 25 n=237 {value p-valuc
I+S.D IT+S.D
Asymmeliy ratio =
Bascline 0.5+0.3 0.320.4 (.57 0.12
Week 10 0.7+£0.3 0.7:63 0.11 0.91
Walking speed
(mceire/sec)
Bascline 0.3+0.3 0.320.4 0.39 0.69
Week 10 0.6x0-} 0.530 4 0.34 0.73
Key:

PHCG = Primary Healith Care Gioup
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42  HYPOTHESES TESTING
Sub-hy pothesis |

There would be no sighificant difference in the pre- and post [0 weeks molor fiuiction

ability scores of chronic stroke sutvivors lregted a1 a primaty heaih centre using the
newly developed PHCPP.

ALP <0.05,df=5
Observed p-value=0.0i

Since the observed p-value is less than the critical p-value. the hypothesis hereby.
FAILED TO BE ACCEPTED.

Sub-hypothesis2

There would be no signilicant differeacc in the prc- and post 10 wecks postunal
balance scores of chronic stroke survivors treated at 2 primaty health centre using the
ncwly developed PHCPP,

ALP <0.05,df= S

Observed p-vajue = 0.0

Since the observed p-value is less than the critical p-value, the hypothesis hcreby
FAILED TO BE ACCEPTED.

Sub-hypothesis 3

There would be no signilicant dificrence in the pte- and post 10 weeks community
reintegiation scotes of chronic sirohe sutvivors Ireated ot o primaty health cenire
using the newly developed P1ICPP.

ALP <005 df=$

Observed p- value = 0.01

Since the observed p-value is less than the critica! pveiue, the hypothesis hereby
FAILED TO BE ACCEPTED.

Sub-bypothiesis 4

There would be no Signilicant diffcrence in the pre- ond post 10 wecks quality of lifc
scorcs oo the HRQLISP measure of cheonic siroke survivors ireated »1 a primary
healih cenire using the newly developed PUCEF

AlLP <0.05, df= 24

Observed p- value = 0.0}

Sinec the observed P: value i$ less than the crilical p- value, the hypothesis heredy

FAILED TO BE ACCEPTLD
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Sub-hypothesis §

There would be no significany difference in Ihe pre-
fatio of chronic siroke survivors 1reated
developed PHCPP.
At P <0.05,df =24

Observed p- value =0.0]

and post 10 weeks asymmeny
a a2 ptimary healih centre using ithe newly

Since the observed p-value is less than the critical p-value. thc hypothesis hereby.
FAILED TO BE ACCEPTED.
Sub-hypothesis 6

There would be no significant difleccncein the pre- and post [0 wecks walking speed

of chronic siroke survivors trented at a primary henlth centre using the newly
developcd PHCPP.

At P <0.0S, df= 24

Obscrved p- value = 0.01

Since the obscrved p-value is less than the critica! p-value, the hypdthesis hereby
FAILED TO BE ACCEFIED.

Sub-hy pothesis 7

Thete would be no signiticant diflerencein the pre- and post J0 weeks motor function
obility scores of chronic stroke survivors treated at their respective homes using the
newly developed PHCPP.

AtP <005, df =5

Obscrved p- valuc = 0.01

Since the observed p-value (s less than the cnitical p-valuc. the hypothesis hereby
FAILED TO BE ACCEFPTED-

Sub-hypothesis 8
There would be no significant dificrence in the pre- and POst 10 weeks posiueal

slence scores of cltronic stioke survisors treated st their respeclive homes using the
ncwly developed PHCPP.
At P <005, df =5

Observed p- value = 0.01
Since the observed p-value is less than the critical p-value, the hypolhesis hercby

FAILED TO BE ACCEITED:
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Sub-hypothesis 9

There would be no significant difference in the pre- and post 10 weeks community

reintegtation scores of chronic siroke survivors treated at their Iespective hornes using
the newly developed PIHCPP.

Al P <0.05.dr=5
Observed p- value =001

Since the observed p-valuc is less than the critical p-valuc, lhc hypothesis hercby

FAILED TOBE ACCEPIED.
Sub-hypothesis 10

There would be no significant difference in the pre- ond post |G weeks quality of life
scares on he HRQLISP measurc of chronic stroke survitors treated at their respeclive
homes using the newly dcveloped PHCPP,

A1 P <0.05,dl=26

Observed p- value = 0.01

Since the observed p-valuc is less than the criiical p-value, the hypothesis hereby
FAILED TO BE ACCEPIED.

Sub-hypothesis 11

There would be no significant difference in the pre- and post 10 weeks asymmetsy
ratio of chronie stroke survivors (reated at their cespective hames using the newly
developed PHCP?P.

At P < 008, df =26

Obserned p- value = 0.0l

Since the observed p-value is lcss than the eritical p-value. the hypolhesis heteby
FAILED TO BE ACCEFTED.

Sulr.-bypothesis 12
There would be no significant diltercnce in the pre- and post 10 wecks walking speed

of chionic soDke survivors treated at a primas)y health cenlte using the newly

developed PRCPP.

At P < 0.0, df = 26

Observed p- value = 0.01

Since the obscgved p-valuc is less than th
FAILED 1O BE ACCEPTED

e chtical p-valus. the hypothesis hereby
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Sub-hypothesis 13

There would be no significant difference between the pre- and post

| ) 10 weeks motor
function ability scores of chronic

stroke survivors treated at a primary health cenire

and counterparts treated in their respective homes using the new|y developed PHICPP,
AtP <0.05. df =10

Observed p- value =0.9:

Since the observed p-valuc is greater than the critical p-value, the hypothesis is hereby
ACCEPTED.
Sub-hy pothesis 14

There would be no significant differcnce between the pre- and post 10 weeks postural
balance scores of chronic sitoke survivors ireated ot a primasy health cenlre and their
counterparts treated in their respective homes ising the newly developed PHCPP,
AtP <0.05,df =10

Observed p- value = 0.65

Since the observed p-value is greater than the critical p-value, the hypothesis is hereby
ACCEPTED.

Sub.bypothesls 1S

There would be no significant dilference between the pre- and post 10 weeks
community reintcgration seores of chionic stroke survivors treated a1 a piimary heslth
centre and their countceparts menied in their respective homes using the newly
developed PHCPP.

At P <0.0S.dr= 10

Obscrved p- value = 0.90

Sinee-the-obsericd p-valuc is greater than the critical p-value, the hypothesis is hereby
ACCEPTED.

Sob.hypothesils 16
There would be no siglificant diffcrence berween the pee- and post 10 weeks quality

of life scores on the HRQLISP messuse of clronic stroke survivors trealed at o
primary bealth contre and iheis counlcrpans treated in theit respective homes using
the newly developed PHCPP

A’ P < 00‘_ -,.(- ’o

Obxerved p- value =079
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Since the observed p-valuc is greater than the critical p-value, the hypothesis is hereby
ACCEPTED.
Sub-hy pothcsis 17

Thete would be no significant dilfcrence belween the pre- and post 10 weeks
asymmctry ratio of chrontc stroke survivors treated at o psimary health ccnire and

their countesparts trcaled in their respective homes using the newly developed
PHCPP.

ALP < 0.05, df = 50

Observed p- value = 0.69

Since the observed p-value is grea terthan the critlcal p-value, the hiypothesis is hereby
ACCEPTED.

Sub-hypothesis 18

There would be no significant dilTerence bessween the pec- and post 10 weeks walking
speed of chronic stroke survivors treated ol a primary health eentre and theis
counterparts uealed in their respective homes using the newly’ developed PHCPP.
AtP<005.df=50

Obscrved p- value = 0.73

Since the observed p-valuce is greater than the critical p-value, the hypothesis is hereby
ACCEPIED.
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4.3  Discussion

43.1 Devclopment of the Primary llcalth Carc-based 'hyslotherapy Protocol

Many stroke survivors {ind it difficult 1o occess physiothcrapy which is on tmporiant
component of strokc rehobilitation, This due panly to the fact that in Nigerio,
physiothecapy clinies ore located in sccondary ond terttary health care cenlrcs. These
health centres orc ofien urban-based ond are becoming increasingly expensive because
of thc nccd 10 maintain tlic infrasteucturs! facilitles therein. For thosc who can occess

carc ot these levels, there is also the pioblem of congestion ond increase patlent-

waiting time which ore detrisnental totrcatinent outcomc.

Primasy hcalth care is the means (0 attaining on occeptatte lcvel of health for alf
(WHO, 1978), Primasy hcolth centres asT locoted In a ‘woy lo provide occess to
healthcare for all. For scrvices to be continually as ailablc at such centres, ‘appropriate
tcchnology' must be used. in Nigerio appropriate technology’ must limit if not
climiznic the use of electricity which hos olways been cpileptic. The developed
PHCPP consists mainky' of strucluted excrclses and the only technologies nceded arc
chairs. stools and suirs which are ceadity ovallable in the community. ft can be uscd
by the physiotherapist as well as the patien:. This is in linc with the mandatc of the

WHO(1578).

432 Demographle and Clialenl € haracteristics of. the Pnrtlclpnn.ls |
The two groups of pasticipants had compaigble physical chnrnthrimc.s and clmicnl.
mmﬁom excep! io the gender distribution. This was adjustcd. forusing Bonferroni

<. Thus dillerences and chaages observed in variablcs assessed 1n the
g e . be anmbuted lo the diffcrence in gender distribution. Age is o
twO g:PSm:::);o (acior for stroke (Russo ct aol, 2011). The mean bRes of
son-modi L St

0 years. Over 80% of suokes occur in the
- ¢ Ps were abosvc &
participans in the two BTPU

cldesty with ‘v.:d souples with €5 syccessive decade above age $5. This may be

aov-modlfiable risk factor for stroke. Majority of the
history of hypersenslon which is a major risk f{aclor
major modifiable risk facior for sirokes (Bejot et al,
be because the study population is a black

(Chen ¢t 8l. 2010). The tisk of siroke increases with

bocaisc ogt i an impoctant
panicipents in 1he study hed
llyp;m;”‘ sill remains the
2007). The findings 1n this may also
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e .
ommunity, it has been reported that the prevalence of hypertension

is higher in th
black race, R 0

a factor which may be race-rekated of inherited {Sacco ct al, 2001).

4.3.3 Chonges in Motor Function Scores (MNMIAS) of Partlclpants over 10
wceks
There was o significant improvement in motor function ability of pacicipants withm
cach of the two groups across the 10 weeks. This implies that the PHICPP was
associated with improvement in motor function ability in stcoke survivors, This
observed trend in improved clinical indices may Ve due to the Incluslon of task -
oriented cxcreises in the protocol. Evidence has shown that task — oriented training is
cfTective in swoke rehabiiitation coinpored with training at impairinent level (Rensik
ct a. 2009). The IHome group showed a higher time--trend compdred with the PHCG
from 6 weeks to 0 wceks. This finding is comarubic with the findings of 1jiller and
inglis-Jassicm (2010) who found a significant tmprovement §n function st 6 weeks In
fovour of HBR in a syStematic review of 1! trinls comparing functional benelits of
HBR versus centre-based rchabifitation for community-dweiling people with stioke
Patients who receive rehabilitation in the home have also been noted to make better
adjustments to residual disability (Anderson el al. 2000). This may be because the
levet of disability is more appaicnt in paticnis’ own home environments and it is
easier to tailor tchabilitation programme towards the cxpressed needs of patients in
their homes. 1t may olso be that paticnts orc betier oble to develop adoptation
strategies 10 compensate for the apparent impairments when st home that in other
cnvironments. 1t may be becousc being of home ensbled patient 10 assume
respoasibility for and exet influence on thelr own ¢ehabilitation (vonKoch el al,

2000).

No stamstically significant dilfecence was fousnd in the mean motor funclion scores
between (be two study groups over the 10 weeks period- [he absence of a significant
difarence between the two grovps ot any pRint In time over the period of assessment

may be indicaiive of the fact that both venucs were equally eflective In werms of

c. In s simiilas Study by Lotd et st (2008) 10 cvahuate the feasibillly of
ptseril OV OO0

comuDity-based physiotherapy in sub-acute stroke. they found no slgnificant
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This shows that community-based physiotherapy (PHC-based) is a practicable
sltermative (o routine home physiotherapy (Lord et at, 2008).

434 Changes in Postural Balance Scores (SF-PASS) of I'artlcipants over 10
weeks
A statistically significant improvemeny was observed in the postu@i balance within
cach of the 1\vo groups over the 10-weck period. This may be dueto the specificity of
balance training in the stoke survivors using the domains of the Berg Balance Scales
(BBS). The BBS hasactivities fike standing unsuppotted, silting unsupportcd. transfcr
activities, reaching out, stepping, sanding and tuming around which are cairied out in
normal day-10-¢oy living by people. Studics have shown that the Berg B3atance Scale
can successfully be uscd to train balznoe in stroke survivors (Au-Yeung et ol, 2003;
Hamzat and Fashoyin, 2007). Balance 1ralning is known 1o be more effective when 1t
is related to a task (Bayouk ct al. 2006). The BBS used in this study employ¢d a task-
oyicnted approach of training balance and mey aecount for the observed improvement

in balance scen in the participants.

The iack of a significant diff ercnce between the two groups showed rehabilitation in s
PHC using the PHCPP produced 3 <imiler effect on pasturdl balance as rehabiliation
i~ the home using the seme protoco). Lord et al (2008) also found no significant
n

difference in balance measwed on the specific balance scale between the liome and
0

community groups in their study.

438 Chaagesln Communily Reintegrotion Scorcs (RNV.1) of Participonis over
3 an
weeks —
iy ristically significant dilTereace in the within — group scores on the
istically b
4 gl eck peniod. The community reintegration level of the pacticipsals
&n .
RNLI over the 5 HC Z10up than in the Home £79Yp. This finding s in contrass
(2008) and Marklc-Reid ct a1 (2011). Both studies

imyproved merc in the P

: " f Lord ct o .
i tu.w T‘P ol difference In cammuoily integratlon between the communiry
found 0o (lgﬂlﬁa:‘ oy b oo the fafticipents ln the study of Markie-Reid et al
and home FFoups. it Ma

post-suoke and were aitesdy community-dwelling whilc the
a7 DOM-

(20)1) waeup to 1% was 7 weeks. This period may nat have
4y of Lovdct ol (2008)
ity period in e SUCY

6%
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been enough for there ta be a significant difference in the community relntcgistion
level of participants in their study,

The lindings in this study may be related to the (ndings of Pang et al (2607) who
suggesied that improving balance functlon promote cominunity remicgration. A
significant improvemcnt in balance [(unction moy translate to inmprovement in
community reintegration. This may be because restoratlon of balance post-stroke help
with the recovery of activities ond improves participation. It may niso be related 1o the
significant improvenient in the motor function abillty of the pariiclpants, l'unctional
status is one of the highly signiflcant piedictors of soclal integration aler stroke
(Baseman ct al, 2010). Lack of difference in the between ihe two groups ecmphaslsc

further the feasibility using of either trcaiment venues for stroke rchabilitation.

1.3.6 Chanoges in Quality of Life (FIRQLISP) Scores of Particlpantis over 10
weeks
The PHCG and HG had comgparsble scores in all domwins of the IIRQLISP ot
bascline, tHlowever, the PHCG hed a significontly higlier acore in the spirit and
spirituat intcraction domains compared with the HG at week 10. This agrees Wl.lb the
tinding of grealer improvement in quality of life mcasutcd. on the SF-36 in the
community goup in the study of Maskle-Reld et ol (.201 l'). :Ihls may be bccamc |.hcy
had opportunity for oc lalising with other patients with similar condlli_on :I]us might
have cngendered in them 2 fecling of hope, social Intcractio‘n ond sptmunht)' (ilale ct
ol. 2003). The Home group had a beter score ia the cco-social dormain compared with
‘ This may be because ponicipants in the Home group probably had
AR gtm'lp~ orr and did not hove (o upvel any diswance lo receive
I e su‘;::’:_-wwc participating In this study. Inour environment, pcople
4 il 4 = account of en incapicitating discase are often catered for
who :c :m‘:b;,‘:: ;‘:“y system. Peopie sometime want to outdo one another In
through the it

the observed improvement in the Home
) y account for
this show of cae This m3

group.

: line and week (0 soores of the physical
diffesence. in the base
Therc was 8 significant

in the PEIC and in the Home grov= This
N
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may be attributable to the improvement in functional ability. A positive assoclation
has been reported between hcalih-relaicd quality of life and motor function (itamza
and Peters, 2009). Acconling 1o Chau et al (2009), functional abllity has the largest
direct impact on participation restriction, Participation restriction allects quslity of
fife. inability or limitation in paticipaling in activilies considercd imponent to
patients can influence how such a patient perceives hinvher scif. Ability to carmy oul
basie functions such as dressing which could huve been impaired by stroke may
impact on perceived sclf-worth. Physical functioning has alse been identilicd as one

of the drivers of licalth-reinted QoL (Nayo et al. 2008). The absence of a signhilicant l
difference in 1IRQLISP in both study geroups aifiomed the (act that the PHC and .I

patienis' homes arc comparable in icrms of palients' oulcomics. |

43,7 Changces ln Asymmectiy iRatjo upil Walking Specd of Particlpants over 10
weeks
There was a significant difficrence in the asymmetry ratio ond wulking specd of
pasticipants in both the PHC and Home groups over the 10-week petiod. Lord ct al
(2008) also rcported a lsrge gain in gaii speed in both the community and home
gioups. Swdies have shown the interdependency or telationship between asymmetey
r2tio and walking speed (Sorinola. 2002; Hamuzot ct al, 2006), A decrease in the
degice of asymmewy, which is o geflection of improvement in postural balaice
funclion, transiolcs 10 improvement in quality of gait (Hamzat et al. 2006), This
finding may not be uneannecicd with the Improvement In batence (unction recorded
1 this study. [t may aiso be bessusc of the inclusion of stengthening exertiscs in the
PHCPP. Pang ond EnB (200g) found a significant association between sﬂ:ﬂin in paretic
Jeg muscie strength and £2in in walking cap3cit. E.“h“"“"‘.c'“ of paretic ‘l‘g "‘“’.‘"
srengith was 1EpOiied (0 be a significant ercrminant of improvement in waiking

capacity among Chronic strok e survivors (Pang and Eng. 2008).

There no significant difference in the between-groups comparison of asymmetry
was

n
. Iking speed of pa -

ratio and wa Eh B patients’ bomes are equally feasible venues for
that the primary hea

leving improvement in asymmetry ratio and walking speed
Y

icipants in the PHC and Home groups. This sugpests

training and ach

N
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CHAPTERFIVE

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS
5.1 Summary

Stroke is as an ocute distucbance of focal or global cerebral function ‘wiih symploms
hsting morc than 24 hours or resulting in deoth with no opparent cause olther than
vasculor. There is generally o heavy celitnce on hosplal for schabititatlon of palients
with stioke in most countries, including Nigerha. This traditional, institution.based
opproach is incicasingly’ expensive, inaccessible and frough with shocifalls ln serviec
provision. it has thus become imperative for clinleians and policy makers to develop
and cvpluate practical, yel c{fective altcmolive carc environments for stroke
rehobilitation within the community to cnhance universel occess. This study was
proposed to develop a Ptimary Health Carse.based Physiothcrn.py .Prolocol (PHCYP)
which requires simple. gasy-to-use equipment foc stroke rchabilitation and to cvoluate

the effects of the PHCPP on sclected indices of stroke recovery.

Incroducing rehabilitation services at a loeol ar community level removes or teduce to
n uein A s

he obstacles associated with teaditional instigutional care. Rehabilitation
minimum, the Sh
offered in the sciual home of the person as home-based sehabilitation. The

y u g 4 L]

(Tectiveness ond relative advanisges of home-based rehabilitation over hospital care
ey . ceveral studics. Howexer, the exact 1iming and contents of such
in ral

w , .
A ': 1N recent ycats the delivery of henlthease sefVices UsinNg priMmary
therapies ar¢ unclear. g

i i health care models are scen
' d much atcntion. Piimary
bealth care Models has fecrive

fents’ access lo needed cace and provide *health far

) wme 10 IMprose cl .
as cffective stralegics O P feasibtliny and cost - saving rote of physiotheropy

alf’. Studics have degnonsusied the
n such models o0

: : Micacy in managing welected
litles with proven €
hes and moda

Treatmeni Approac dentified using the physiotherapy evidence database

indices of stroke recovery WeT

iment spproaches were synthesised fo develop the
lished Ured
(PEDro). These estab

1
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Primary lleallh Care-based Physiotherapy Protocol (PIHICPP). The PIICI'P was used
as intervention  this quasi-expecimental study (randomised controlled clinical triol)
involving 52 consenting stroke survivars. The 52 pasticipants wete randomly assigned
into cither the Primaty | lcalth Care Group (PICG) or 1lome Group (11G). I'onticii:ants
in the PHCG were treated at the primaty health cenre, Oniyonrin, thadan while
panicipants in the HG weretreated in the individun patlents’ own homes inwfce weekly

for 10 consccutive weeks, The demogsaphic and elinical varlables of the participants
were recorded. Motor functlon, postural halanee and conununily reintegrullon were
measured foitnightly using the Modlfied Motor Assesunent Seale, Short Fonn-
postural Asscssiment Scalo for Stroke and Reintegsation to Normmal Living [ndex
respectively for the 10-week study perlod. Asymmetry ratlo was calculnlcq from
weight distnbution on both tower limbs, quality of lifc was measured using the
HRQLISY and walking spced way recorded as 8 Jistanco of 6-metre divided by time
taken in soconds to walk the distasce pre- and post- Inieevenilon. Data collecied were
cummarized using descnplive «tatistics of mean and perccnage and anaiysed using i-
tests and general lincar model for 1epealed Measures ot p = 0.05.

[ ihe srudy Showed 8 significant imptovemen! in the motor [unctlon
Yoo quality of life. asymmetry ratio and

The results = ¥ et

. = lance, cormmunsty et : e
il Tpﬂniciplms in e3ch of the two §Toupa. No sigmficant iffessace w2
walking specd O o analysis of the motoe functlon ability, posudl balance,
found 1n the between P

- . quality of hfe, asymme
comamamnty  reguegion,

"

€2 Conclusions ‘ et
mer.muﬂurmimm.umm“““"‘d e
Based on 3 Health Care-based Physiotherapy Protocol (F ) wa
() the Primary in motor function ability, postural balance,

qua | o and walking
' i ity of life, asymmetry rato
r:m:tp:lm
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5.3

Recommendations

1t 1s recommended thot the Primary Heolth Core-bused I’hyslotherapy Protoco!
(PHCPP) should be used by Physlotherapists as a struclured interveniion (or

improving motor function ohility, postural balence, community reinteysaiion,

quality of life, asymmciry ratio and walking speed smong conienunity-hwcliing
stroke survivors.

It is 1ccommended that primacy health centres should be usc:! as oltemative

venues 10 hospitals (or stroko rehabilitation to enhance asscss 10 physlotheropy
scrvices,

Studies should be carried out to compare stroke rehabiiitot’on in the primaty,
w2condary- and tertiary health cace centres using tho 1'HC PP
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APPENDIN A -

STROKI LEVITY SCALE(O wizlabi and Plawz, 2008)

___——-—-——-__-_—-——
= . e 5 1 5 o NO“"‘I
- : ~ Active moOtion
_________————————-_——_-_-‘_- otion ) = Active mouon 4 )
| - Flicker of 2 - Activem , ' moderate
i Heu mott puwee O Nil m:vccmml when BAvily aginst gravity :cg:_mﬂ
n "‘l ‘“"‘m‘b is climinated 0 |
— —— = — 3 - 4 ) S
e ———————— -
a Best moter power 0 t 2
i (e weaket
lower limb — e ——
a Sperch disoeder Nil -0 Presant - |
Waphasia) : —
- : : - pn — Walks unaided
T bound  3- Walks with 1 - Walks R
o Mobility 1 —Bed-bound 2~ Chait-boy S i xdependernly with
aids (e.g. fiame/tripod)

;t(;:r‘:.;'n:.::vghlifn?;‘:tkmw as the maximum MRC power S1ade ac10ss the hip or ankle joing (whichcyer is higher). This is

sestnd recum ; ' flexi i ] is wested by asking the pabient to wxuend
ben with asssssment of hip llexion and ankle dorsiflcxion. The power 10 the drstal arm s ; ‘

the wnst whilst u::king a fisL Aphasia is present if the patient is unablc o comprehend aod obey commands dwing assessment of ilems (i)
and (1) o¢ unablc 10 name a key

Sacke Levily Scale =1 + 11 + it +iv = maximum MRC powrr grade in ihe dextaoous hand + maximugn MRS powes in the affected lower
ymb o mobility scofe - | (if aphania is present). Minimum = 0, maximum = 15.
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APPENDIX 8

MODIVIED MOTOR ASSESSMENT SCALY SCORING SHBETY (Carr ¢ &, 1YNS),

NAME:

DATE: / /

1. Sapmne k) 93de bying
3. Supene %o Altting v akde of dad

.

! 7, Hamd movements I i

"L AG ramce Band activities ! | 17 | | i [
'4‘
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APPENDIX I

SCORING THE MMAS
1. Supine to Side Lying onlo Intact Skic

i, Pulls himself into side lying (starting position must bc supine lying: knees

extended). Patient pulls himseif into side lying with intact ann, moves affected leg
with intact leg.

2. Moves leg across actively and tower haifof the body follows (swrilng position as
above. Ann is Ieft behind),

3. Arm is Iificd across body with other arm. Lcgs are moved actively and body follows
in  ablock (starting position s nbove) |
4. Moves arm across bady octively and the rest of the body follows in a block (sisting
position as above). | X
$. Move nrm and leg and rolls 1o side but overbaiances (stanting position as above).
. Mowv
forwasd.
Shoulder protracts and arm flexcs :
6. Rolls 1o side in 3 seconds (st1ting position as above). Must not usc hands

: l Bed
2 Suplne to Sitting over Slle © . : i
1 S'dp lying, lifts head sideways byt cannot sit up (latient assisted 1o side lying).
. Side lying,

i nf hed (I IS' 0ssisls ‘n“ﬂ\l with movement)
° . = e dc )1 O | hcmp
2. Side lying (o sitting Over 51

i hout.

: head POsition 1hrous :

- °'°““°'3 s:’ng over Side of bed (Theropist Bives stand-by help). Legs over side
3. Side lying to 1t :

of bed.

4 d d (’ i . d.b hd
S‘ l}. Ovcrto Sitl[hg O“l’Si [ d‘tx (‘Vllh no sian y p)
| ‘ c .'ng \ - L llel )

5 SUp;nc o Si"ing oves Si‘l; '!f de (‘“"h ms"and b) p

3 Balanced Sittiag

Id ssist Patien lnto sitling).
fM- 1 tienq o St

‘o b ¥4 crapIst shou

L. Sis only with * pport

. ({ can be
i for 10 Se< (wirthou! holding on. knces and fect togethes, fec
2 Sig unsuppaicc (08

supponed oo {icct) op el (e ward and even?) distributed (welght should be
h weight ™
3. Sitg Wnmpported Wit

d snd thovecle SPioc exicadod. welght evenly diaributed
ips, b
wel] forwand a1 (D€ hips.

o bod sides)
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4. Sits unsupported wimshead and irunk to look behind {feet suppaited and together on

floor, do not allow legs to abduct or (eet to move). Have hands resting on thighs (do
not allowv hands to move onto plinth).

5. Sits unsuppaited, rcaches forward (o 1ouch floor and retums to starling position (lect

suppaited on the floor). Support affected amt il necessary. tHfand must touch floor o1
least 10 cm in front of feet.

6. Sits on stool unsupported. reaches sidcways to touch floor and rcivms to stasting

position (fect supporied on the floor). Suppoit afTccted arm if necessary - Patlent must
reach sideways not forwarel.

4 Sltting to Standing

1. Gets 10 standing with help from theraplsl (any method}.
2. Gets 10 standing with stand-by help (v cight uncveniy distributcd. used hands for
suppoit). |
3, Getsto sunding (do not aliow uneven weight distribution or help from hands).
4. Gets 10 standing and swands fof § sec with hips and knees exlended {(do not allow
uneven weight distribution): |
§. Sitting to sunding 10 siting Wwith stand-by help. Do not allow unesen weigh
distibution (full extension of hips and knecs). o i W
6. Situng to standing to sitting with no stand-by help threc U
allow uneven weight distribution).
S \Walklng . T B Tl i
h other jeg. Wesgit g hip
teps forwad Wil
1. Stands oq effected leg and S
: .by help).

extended {Therapiss may 8ive stand-by :)
2. Walks with stand-by help fram one H§esn-
3. Walks 3m (10ft) withnosid in 15 sec.

.1 nc atd in 15 %€¢€.
4, Walks $m (16f) with 00 aid lr.l ety ik N oo
s. walks 10m (33) wih no aid: i)

_ use ¢cither hand)
and walks back 25 s¢c {moy with or Withou! oo aid but without holding on 1o rail
four steps
6. Walks up and down

Gree times in 35 3¢

(therpist places arm in
ith arm in elevalion
ldet ‘"dlc o
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2. Lying, holds exiended ann in clevation for 2 sec (therapist should place asm in
position and patient must mainwain position with some extemal rotation.

3. Flexion and extension of elbow 10 take palm to forehead with orm as in 2 {therapist
may assist supinotion of forearm),

4. Sitting, holds extended arm in forward flexion g1 90° to body for 2 scc (therapist

should place ann in position with some extemal rotation and elbow cxienslen. Do not
allow excessive shoulder clevation).

§. Sitting, patient lills arm as in above position, holds it there for 10 sce and then

lowers it (paticnt must mainwain positlon with some external rotgiion. Do not allow
pronation).

6. Standing. hand ogainst wall, maintalns arm position whiic tuming body towards
wall (arm abducicd to 907 with palm flat gkt the wall,
7 Hood Movements s e A
1. Sitting, extension of wrist (therpist should have patcnt smlmg a s
forearm resting on the table. Therapist glares 7AgRlen ?blm ' ;TnI"‘D° "‘: lfow
L4 Patient is asked 10 lift object off the table by extending the wrist: o HETE
;I::ﬁ:;x:;)i;| devidlion of \wrist (therapist sfnould.Placc !'ort:nm:j in :“:d::::?:nl
L esting on ulnag side, thumb in line with forearm 81 WS ©
:plnnn::;‘cd- Tiy,iid,;cm object. Poticnt is asked to lift hand ofT table. Do no allow
ngers
Hhpw ﬂcxior;:f p.mnntsii::).wm Jtion and supinasion (clbow: unsupposted and ot right
3, Sitting, clbow inta 31CE. ¢

is acecptablc)
MS‘C. lhr&'qm"c” fa.ﬂ:' e ‘_Ifgc ball of 1dem (Sin) dlumeter with bath hands and
3. Reacics forward. PICKS

shou!ld be oa wbic so faf in frony of Pdlient that he has to extend
9 [0} C

i

.14 be kept i contact with the ball),

s e fr- m tablc and put it o bl ocTOSS other side of bedy (do
_ e Cup
s. Pick up potystyrerne

oot allow alteration in Shape of cu:);nd cach finger more than 14 times in 10 sec (each
hum

. with index linger Do not allow thumb to slide
E

6. Contmaous oppasion oft
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8 Advanced Hand Activities

I Picking up the tip of a pen and punting it down agoin (paticnt siretches arm forward,
picks up pen tip and drops it on table close to body),

2. Picking up one jellybenn from o cup and placing it in another cup {teacup coniatns
cight jellybeans, Both cups must be at aem’s lengih. Lef: hand 1okes jeliybean from cup
on the right and drops it in cup on the left).

3. Drawing horizontal lines 1o stop at a vertical line 10 times In 20 sec (o1 least five
lines must touch and stop at the vcrtical linc).

1, Holding n pencil, moking rapid consccutivc dotson a sheet of papicr (patient must do
ot least 3 dots o scc for 5 sec: paticnt picks pencil up and positions it without
assistance, Patient must hold pencil as for writing. Patient :must make a dot not a
stroke).

S. Toking a desscrt spoon of liquid 1o the mouth {do not allow head to lower towards
spoon. Do not allow liquid to spill).

6_Holding o comb and combing hair at the back of head:

9
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APPENDIN C

SHORT FORM POSTURAL ASSESSMENT SCALE FOR STROKE
(Chien ct al, 2007)

0 =cannot peeform the acitvity
1.5 =c¢on perform the activity with
help
3 =con performn the aclivity
without help

1. Sitting on the edge of the
table to supine

2. Supine 10 sitting up on e
cdge of the table

3. Sitting 10 stonding up

-}, S1anding up to sitting down

ITEM SCORING CRITERIA

—_——

0 = cannci siand on non-parclic
$. Standing on non-parsclic g for a few seconds
(no other constraints) o S o TR
leg for a few seconds (but
ess than 10 seconds)
3 = can siand on non-parclic Jeg
for more than (0 seconds

——

d2arctobe performed ¥ itha 50
moad without any suppotl; no other co

m high cxamingtion table;

Note: ltemm 1 80

ktem dislobe perfo

nstrainis-
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APPENDIX D
REINTEGRATION TO NORMAL LIVING INDEX
(\WWood-Dauphinec el al, 1988)

1: I move around my living quarcis as | fecl necessary.

2. 1 move around my community os | [eel necessary.,
3: 1 om able to take trips out of town os | (ecl are nccessary.

4. 1am comfortable with how my self-care needs (dressing, feeding, toiieting, bathing) are
mel.

5.1 spend most of my days in work activity that is necessary orimponant to me,

6. | am oble o particlpate in recreatlonal nctivitics (hobbles, crafls, sports, reading.
television, games, computers, elc.) as | want.

7. 1 participate i n social activities with family, friends and/or business acquaintanecs as is
necessary or desirable to me.

8. lassume o role in my: family which meets my ne¢ds ant! those of other family members.

9. In general, | am com(ortable with my personal relationships:

10. In general. | am comfortable with myseil when [ om in the company of others.

1. | feel that 1 can desl with life cvents as thicy happen

] Score
Response |
1 0 —
No reintegrition —_— 5 . 1
Moderate reintegmtion __ ——— 17— ¢ L e ]
Camplcie reintegratlon . —————

Total score = SUM (points for ait 11 items)

Adjucied score = (lotal =ove)/110° 100

MaxImum adjusted score = 100
Minimum sadjusted scorc = 0

2
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APPENDIX E

THE HEALTH RELATED QUALITY OF LIFE {N STROKE PATIENTS
(HRQOLISP) QUESTIONNAIRE (Owolubi nad Oguaniyi, 2009),

Toliay’s Dale

BIODATA O, NUMRER

ooa

Plcasc respond to the following questions by Olling in 1he space pfovidcd or circling the

correct response The answer you ghve shall be regorded as anony niout giich kept in seelet
confidcence.

2 Fema!
Wit is your gender? 1 Male €

What is your date of bitth (ifknown)? Day O Month O Ao L2

Age (or appro ximalcage):

Primery O Seco @)
\Vhat is the highest formal education: None O rimary ndary
you have reccived? Tatiny O Others (specify) D

What is y.0ur occupation? :

e B ———

Righ O Len &
V/hat is your handedness?

. n nairs 1 4.10,000 2. |o.wl *25,00?‘ ::.sg!;).:))gl.so.ooo cvery
Wh” ‘; your avCrage "ﬁ:n;co?wl_ 100 m .‘.I00.001-|50.000 & J
manth . 30,

Separaled 3 Marled 3. Divorced
. Ciagle 2 y i
What is your martial status? ; “:%n; S 6. Widowes 7. Ronamed

Number of husband/Wives: e

$. 7 and above
60 you tavel: | 0 2lotl 3. Jord $.%0c6
How mapy children ou t . 1.

i J.lgbo - Othos {specify)

il any -
b _inntion? | Christiaaity (59220 davominat) on )
Whu is your rel IBMAV A

3. tatarm (apeclty Seoomnation Neny) —

5, Toaciious] (specify denominstion I £3)._.

4. None

s Others (Please specifly)_——

a4
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STROKE TYPE. DURATION, FREQUENCY

Afre You on edmission now? YES %o

When did you (first) develap stroke?

How many times hove you had stroke?

Did ycu hove any of the (oilowing (To be filled by the investigator/inieevicwer)

Lass of sonsciousness? YES NO
Headache? YES NO
Vorwiting? YES NO
T.LA? YES NO
Gradual onset of symptoms?  YES NO
Activity a1 onset? YES NO
Bloody C.S.F7 YES NO
High Blood Preasure? Nil'mlid moJerale/severe

BP< 168100  2160/100mmiig

Which side of the body is affecied® — -——

: |
Risk Saclors identificd for stroke {Includiog smoking/aloehol)?

C.7. scan/M R | teport STOke by pe. extoit and Sie e .

Co-mostid factors identilled _
~ENT SECTION AS INTACT OR {MPAIRLD

PLEASE REPORTS THE

e

in tomc, placs ——Clculdlon (scial su on ’

a:m:rf::onc\(::m) i ——— A4 Lo Abstraction (laiaeaion of
——— e ——

20) Judgement

95
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RUCTIONS

iy Bssessment asks about how j '
. t hol\\ YOU pefceive your current siate of healih, quality of life of other arcas of
ad the questlons honestly. If you are unsure about whi responise ta give to a
| g=tion, please choose the nearest most approprialc response.

‘ Pease keep In mind your standards. hopes, pleasures and concerns, Think about your lifc Inthe last
| two \}»eek. You should circle the number that best fits Your response.
11.1.1: Paysical Domain (i-iii) to be filed by the investigator

we l'fe. Please answer all

18m owlke power In the denierous [ o | 2pmicy | Jogeinst dogalnyt |9
=3 vpper limb nl Mickes climinaed | gra ¢y ressasce | noroul
{8 @otr Power in 1hie aflccle,! wprex | ) 2 ] : 4 5
|Imd
liﬂ g de (it {aphasia) nit o Preseat 1°
| Iy Bol bound | Chair © | Walks with l’wuks with slds | Walks unalded
] y bound 2 helpers 3 | (lremeuipodN 5
Notatall| | Allitlel A [ Verymuen 4 Batremety §
| niodersie
Amoont )
1 | .'h ekt do you have JifTlcultics
e lurnlng Joar-lnod, |0 I & - )
l*ll %o Qalay, wnting, opening Jar/can,
L Tag henvy object?
[ 1~ e 3o you have diMicuives = -
STy your bls:tder bowels? 0 ' )
==
@ do you have difficukia 3 3° 4’
| . ;
.st wildou; bosing yow | O |
v
xre “ you Juve dimwlw 71 IC 4’
| r"'"bi-munomeuwmm 6 )
Y e, ;
i t’_._____bc:-aco!'poarqotz”ﬂ !
I . *mammpﬂqﬁk’.‘ 5 3 &
| Dy |° \
|
i:‘h wxrmtion prevent YU
% Sday wtut you aced 107 1
Bt 35y nood ooy el " y) 0 -
" ey : 0 '
] 0= or xidy) rad o bospital
Ir'hhm in soux duily
. e
T Tem L yous life oo 2 ¥ -
i 0 — E—mn a
L n_f? e
— 0h
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. I’
Very -|=
ﬂ" disatbfled | Netber | Satésied Very sallsfed
dlssatisfed Satified
| Nor
. dlssatlsNed
' 2 3 4 s
Jllow sadsfled aro you wilh your | | 2 )
capacity for work?
How satisfied arc yvur with Your sex | | 2 ) A
" s
il brl?
| Now tmportant 19 you arc the aspects of | Notarall | | A litle 2 Modersicly | Very mueh 4 Eawonely 3
your life corered in question §v-xiv fn 3
| iy secuan?
L EMOTION/PSYCHOLOGICAL DOMAIN Not e aflV! A Liile | Moderatel)! | Mauly? | Complelely?
aever . Sehlom Quite ulten Very Always
o ofien
| 2 A} ¢ g
How ofilen do you tave negasive (eelings such as I
bloc mood, snper, dcapals, anxicty, &premian, | @ " ¥ 2
feu?
Oowo Bave coough e for ever)day life? ! ? ! 5
To wha: cxacrt are you able to sccept your bodlly | | 2 d s
| SPePurce?
To what cyient do you 0y yowr work? ! - - : ¢
How afcp do you Leugh?
- == 2 3 4 s
> wha emen do YU OV
IR xwY parires/) cixoro ey e Laatian 7 3 ‘ -
[ m—— 2
How 141z 65 You fexl 1 Yyour daily Ufe? :
To Wb iy have you ever feit dad W be . 2 ) ¢
o0 than you preseot condilion 7 . )
Xtrni have you cves felt kikzending ) OUr v 2 ) § 4
0 —
L:?.._ TV | dissatbned | Neisker Salnlied h'ﬂ) s21fafird
dhissilsfied —
Noe
dtesstisfed
- - shecp { Guratian | _
Nasied are You will JOU? | —



= ndquality )?
| 1w setiaficd are You with your fecling? T % 5 : s

= ————_-———_r_rrr | _
| How' Imposten) 1a you are Uie aspects of your TTT€ Not st all A lilhle Moderalely | \ery Evirem ey

corered in question i.xi in this seclion?

much
| I 2 3 4 s
INTELLECTUALJCOGNITIVE BOMAIN Notatall | A ke Modersicly | very Tairemely?
mucly compleiely
moilly
| 1 J 4 s
How well are you able 1o concentrsie? I 2 3 4 s
Towha extent s your momor) Impoired? 0 § r 3 &
[
To what extent are-you adic 1o lezrn new \hings? +7 2 : ) 4
To what eMtent $0 you undosiand youe discose | | 2 3
| [ Focxss?
| To what cxient awe you able to think outplan | | 3 ) 4 5
; bogial songiaas 1o (Yyouz) prodlems smi lake
L | decirican :
- =5 3 3
i Towhst ey are you abic o reiay Yoag mind? i - g : — 3
How a\ailable 10 you 1s e infaraalfon thst you | ) - ’
: 2 for your day-to-day life? ' ; - 3
o o & 2
To aLlT to commun lcate? | -
J,__'“‘ we you abic | o) Dissaisficd | Neither Sallified | Veoywatitfied
' dissathsed PRt
| Ner
| dlssstisled
! ’ ; 3 4
3 L = 3 3 1 3
e Y
j Bow Waistied ax JoU with your memery s
i, | ®8ey v anexrrnc? - 3 4 3
= o aoliay 10 | ! :
Hom sificd arr you with yous A0
L] Em—ancaie? —L ——1 J 4 3
> — think | !
Pes bt e you wun yow 43Iy © '
o lerwy? Moderwitly | Very Catremel)
— o[ your | Notaind 3L 4
S imperisal 10 you tre Ne avpects 80 Y s
4 s
S eredin questien b 1§ in 1h section? : 3 3
__l—l—'-'-'-'--_-' -
'- 98
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o

SOUL DOMAIN

b Nol at sl A lleste moderntc Very Eviremely/
| Mmuchy complelcly
mostly
5 : 2 3 g 5
'Ilrow much do you value yourssi? I 2 3 r 3
low much conlitkence do you have In youne’? | | 7 3 = 3
| How much oonfidenee do you haveln your CodT || 2 3 y I
| Haw creative ate you? ] 3 j v Arr
To whal clenl ore you [Independent and | 2 J e [
individualinic {o reasoning and taking Seeisiona?
To whal exsent do yons Oelleve you Jwuve 8 opxee | J e N o [
fax 1)ving?
To whal extenl are you Interesiad I'n fulfilling your | 1 2 A 4 [
purposc for living? L
To what esenl 0o )ou accepldeliene In | 9§ 2 3 a )
dertiny fwedostination?
To what extent 9o you believe I froewiti? J 47 : 3 J‘F 3
To whai extens do you hink your presen) oondition | 0' Kb 2 y ¢
Ba3 prevenied you from tulfifling your purpase of
fife? I
To what éxtent do you hink your resent condition | O ‘_f " ¥ ) X
bas sasisted you in fulfilling youz prpuse of life?
Towhat extent are you Inratn oimsplicyingmresu | | 2 3 4 ’
'ronhuammgmrclymmdwmhcyw | ¢ ]
problesy?
“’Euumdnmrdym)umdflaw'* ! - : i ?
st g . e T T 3 g
Toul.mdo’mbtln\'cm“k"luu.
1=xuible for yos presot situation? - T 3 re
To what s do yoo or other Pople oy poceibie P |
| ®ryour sication more YN God? 5 3 - 3
To Whal croat d0 you believe i BROIIC? I : . ; S
b’:m::mm,mhdiew;a_ﬂ"? - ' : 3 4 3
_'-"T'Mmdnwﬁ;r'wm o= : 3 . 3
;:-ﬁ. 70 what cxirrd do yoo scce?® KT presns mae? : 2 3 4 [}
k. Pew 00 5 s yoor el e — i dssststud | Nelver Satbfied | Very sathified
“’“w!‘d SotaledNewr
dinathsfied
" | p) 4 5
9%
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|

| To what exiemt are you satisfied wilk your aihin | ¢ 1 3 1 3
God? .
| How satlsfied dre you with Yourself? D ] 3 1 3
Elow satisfied acc you wilh your absliliea? | 2 3 1 [
Hiow lmportant to you are (he asflecis of Your | Nat atedl A lelle Moderately | Very Estremely
life covered in Question }xxv In (his scctian? footh
| 2 ) | 4 S
SPIRIT DOMAIN Nai st all A Blite Modcnleﬁ \tery Extremely/
mueh/ campletrly
mostly
| A} 4 5
| To what exlent do y ou ubieratans Qod? 1 2 ) 4 3
Towhal eatent are you ulded/mothvaled by Oodin |1 2 2 . 3
your (daily} lile? -
4
To what eaient do )jou understand your | | 2 2 3
ek igion/lanh? B | : 5
To Whal cxieni-do you think God s responsibdle for | 4 1 ’
ORI PrTSCT sinicT ' = = y :
o whil extem da you paretive yous life o be | |2
el very dlussisfied | Nedther Satisfed | Veey satlafled
disssthfied Ssthvfled
Nor
dlssstiafied S
| 3 $
e | § 2 T g ’
To whil exteni e you stiaficd with dvine |
|
Sukdwnce [n yous life? . -
~ : e pur | Not al sll A Eecle Moderatety | Ven Eslremely
How important to you are the sapeels of your e
/e eonered fn question )v) la 1his SEEe I 2 3 4 L
l--._._ - — = = —— 4
ECOSOCIAL DOMAIN ——Tyily Requires Requires Re@uires no [fixck 10
Ao iy iving (fccding, Dahlnd. poenden | s rinimal help | help bug Aot | work
kleDog o) help beck (0 work
| d 5
\ 2
————Toreell Al [ NModerately | Very muth | Bauremely
P~ 4 . ) A
N __—-—__r__--._.
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f s
e L 2 b| 4
How easy Is 1l for you [p communicale with peogple? | | T2 3 T 3
| -_ﬂxumch support do you g1 fiom your reiations? | | T2 3 g"F s
How much raspect do you cxpiect lrom other? | 2 T /] [3
How much respect do You get fram others? | * 2 5] 4 S
| How much suppon do you gel rom your friends? | | 2 3 Bl O 3
To what extent sre you compelled by olbveas 0 do | 0 =P 2° 8 | ¥
| whol you do not consider suilable for you?
|| How susplusiis your Tinancial resowrces? 3 — 12 3 4 s
Jo whal extenl do you have accesy to opiimal | ¢ 2 3 4 ]
healih senvices?
To wh3! extent 00 o have access lo sodal | ! 2 . 4 s
sepport? |
llow well are you able t0 manaSe your home and 1 2 2 y 5
paioen your Somasiic soles?
To what extemt are jou poforming IOur I 2 1 4 )
occuialional dutics? s
How Nealthy i3 your physical environmeni? ' ,_2 ! .
To what extent do you have ax® (0 Uanspet ! I 2 2 ! :
faciltics? _5 - 3 - 3
TS Whal xievd o you have opponunilies to leam | § ¥
d acquire skills? i dissstisfled | Nedther Saibifled Very
dissatlsfied Sathificd LU
Nore
dissatistled
i 1 B ] 4 S
2 3 4 s
How silsfind ere jou  Wwilh your peronel '
refationshipy _ 3 3 4 3
Tow satiaficd are you with the suppart you Bet liom '
Your Ericos? 3 ) 4 $
low wtisiicd arc you with the Candillon of %40 | |
oRrcer it |1 R ; ‘ .
How siaficd are you with your oc0!
vieey) __________,__._——-—-'*—""J 2 ) B 3
m sandlod e YOV *T;"'W ma(? e anml F ) 4
= e 0|
ow miafed ot JOW wih YOI
:__!nuhm? r lite | TNOUA! il A ltete Moderaiely | Very much | Evicesnely
Hee mpartaniis Fog ere the 22prc ke
J..__.._’"" (s quesilon -1l I ‘wl_,——-!—-“ro_l—
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ey 2 3 N [3
SPIRITUAL INTERACTION DOMAIN m"ﬂ? o
| mach amovnt/
I cowpletely
| 3 : 4 5
' To what extent do you consldea youwsdl close II. 2 3 s
God or your object or woeship?
To whal extent do you medibie andor siudy | | ? = 4 3
rel Igious books?
To what extent do you discuss aspecty of your | | 2 ) ol ] s
Aivrliglon with people of the same rcligious
susetAfalth in order ta sirengihen your Individual
toolve? :
Very Diusatisfied | Nelther Seiaflcd | Very sstisfled
dibss1sficd Satisfed
Nor
| dinsetlifle
f | 2 J 4 s
How S0iislied are you wiih your ceiatsomsVp wid | ] = dk : v -
G ar yaur ob)ect of wor ship?
How satisfied are you wiip your ctfon to develon B, - ¢ : i
3P (sivreligion? T Not ot ali A litile Moderaicly Very Evtremely
How jmporiant 1o you are the aspecty Al [ much
bre eorered n question kv ba thle sectien? l . s ) s
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YORUBA VERSION OF THE HEALTH RELATED QUALITY OF LIFE IN STROKE FATIENTS

- AWON [LANA

Ayewoyii nbere bi o (i woye ipo ti ilefa re wa lowolowo, didar sii igbesiaye re ati abah igbesi sye
e muan. Jowo dahun gbogbo ibcere ¥i peluotito. Ti idahun re si ibere kan ko ba ds o loju. yancyi
ti 0 sunmo idanhun re julo. Jowo fi idinwon rc, ireli te, igbaye gbadun re ati boti knn o gan si okan

re- Ronu nipa 1gbesi aye re ninu ose meji to koj Yi odo si onka tobs jdshun re mu julo.

ABALA ARA

Ririn ati ghigbera Ori Ori keke | Pelu | Pelu ohun | Laisi
ibusun ile iwasan | iranlowo | eclo{fun | lonlowo
2 clomii : sperc opd | abi ohun
| 3 | iik) 4 cclo §
Kini gbedcke isoro tieni | 0 ] 2 13 E
nipa gbigba nkon mu. yiyi
owo ilekum lilo sibi ati
‘swan eclo ijehun yoku, ki
kowe. sisi agolo. gbigbe
awon ohun to wuwo
== 2 3 4
Bawo ni isoroti enl nipa | O ' T
fifo nli yiyagbe se po sl
— u —l |2 3 4
Kini gbedcke isoroticni |0 ' :
Inti joka/dide duro lai fi
subu Lt > 3 1
Kini gbedeke isoro tical | ?
lati ri nkan to wani apakan |
oju tabi [ati 118 owo mu :
nkan nitori gju ti ko riran |
kederc e .I_-—--“ 2 3 3
Bawo nj iror, inTn‘n_b;am 0 !
kiku s¢ diyin lowo 10 lati
— % nkan tec fes2 e i —— ..l-——-—--'— 3 3 4
Bawo nj ¢s ¢ nilo itoju 0
\h_‘_’lholgl wofllogille |  _|l—pr "
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| iwosan 1o fati le ja fafo
ninu igbesi ayc yin :
Ba woni a1san y1 se pa | 2 3 1 5
| ibalopao lokolaya yin lara | Ko Ko Miolile |O o)
si? temilorun | temilorun | leeso icmilorun | temilorun
rara ganilt
Bawo ni oti tc yin lorun si | | 2 3[4 [ 1
bi e B nse ojuse yin
lojogjumo fun apeec, |
Jijeun, wiwe, yiyogbe,
win0s0, yiyarun ati
beebeelo [
Bawo ni ise oojo yinscte || 2 3 : g $
yin lorun si to L
Bawo ni igbesu aye ! 2 ) 4 ’
ibalopoo Jokolaya yin se te
yin lorun to? _
Bawo ni awon ibeere ni Rapati | Die Niwonba [ Lopolopo | Pupo ganai
abala yi sese pataki si lori | om :
Igbe 0y¢c yin : g ? i
al
ADALA IRONU = 3 =T 4
Eemclo ni eni ironu bi 0 :
ibinu, aniyan, irewesi
okanm iberu ati beebee lo 1 3 X} 5
Njc eni agbara tato fun I
igbesi aye ojoojumoy in“ 'l____________ —3 I3 3
Bawo ni irisi yinse teyin | !
forun st — 17 4 5
Bivo lowen goadm e || :
Yin Is |5 3 4 b
Eanclonic‘!iﬂ:‘Lﬂl_.________i.—-‘-ﬂ-‘“"i"—ﬂ 4 b
Bawp fetj n gbadun ighd o _L_______ a—
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| istnmi ati cre sise yin si
= Bawo ni okan yin se bale | ] 2 3 3 3
vii | 8 pekosi cwu abi jjaya
_ fun yin )
| ﬁcli lero pe ikudaraju | 2 3 3 s o
yill |ipoitiilerayinwa ;
lowolowo
Nje 0 1i wa si okan yinlati | 1 2 3 4 BRE
ic | lopinsi aye yin ri?
Nje orun yin e yin lorun ) 2 k! q 5
X | atiiyeakokoticfin nsun
% | Bawo niironu yin sete yin | | 2 3 “ 5
lorun si? -
Bawo ni gbogbo i becrr Roraali Die Niwonba | L.opolopo | Pupo ganni
xii | abala yii ti sc patoki Si yin | mra 3
to | 2 3 9
ABALA IMO OPOLO
B : 3 2 “-I_a q 5
1! | Bawoni ¢ li le fokan si ]
nkan o
- ——— 2 3 4
I | Bawo ni ¢ se ngbagbe 0 ’
nkan si
L | an si — - - 3
| Kini ediwon bictiletete | !
e yara ko nkan titun i =i - = 3
tv | Bawo ni oye aisan yintiye | ! .
3 Yin si L 3 3 4 5
¥ | Bawo nj ¢ se le ronu si Ioti |
w3 Idahun si ati lnti gbc |
igbose totoo lori owon
e isoro ti e ndojuko N ] 4 5
Y [Bawo ni ose ro yin lorun si | !
L___ 3t} fiokan yin bale o — 3 4 5
i I Bawa ni irohin towulo fun | !
\__i_“lbt gyt yinc)oojumo s€
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”vs-"a Ja rowoto yin si
i _NTcom siso yin ja gecrege | | e 1 4 [;
» Ko Ko Miodle |O O
| temilorun | temilorun | mo lemilorun | temilorun
rofa gaannl
Nje bi e tile fi nkan sokan | | 2 3 4 K
& | ani §i okan ba nkan Jo tc
yin lorun '
X |Bawoniorosisoyintite || 2 3 4 5
yin lorun si ‘
xi |Njeeniitelorunloribieti |1 2 3 4 5
aronu ati kiko nkan |
xit | Bawo ni gbogbo ibecre Raranti |Die fsonba : Copaicpoly | SHIpoTE I
Iabala yi sese pawaki siyin | @M 4
|to I 2 3 o d
| ABALA TI OKAN =
- — 3 3 4 S
I | Bawoleti ni iye lori to ] *
loj in —
- ojuarg y - 3 | 3 3
1 Dawo nic tinl Igbeiicle !
2 nmu ara yin 10 > e 3 1 5
Nt | Bawo ni ese ni igbekelc 1
- ninu Olorun yin si 4 '2 3 3 5
% | Bawo nl cse le seda nkan f
tuntun sl 3 re 5
- o —— = 2
v [ Niccuile fe da ronu atl gbe | !
igbese fun ra yin [, =13 4 S
Y | Njccgbagbopc wiva if !
h’c ' .d' ka ni e 4 s
1 yin {un id) kan _____I'[____.__ 5 }
" INjeo wun yin Inti mu ipin
tﬁ’ Njc c gbagbo ninu ay2nmo ’______,_..._2-——-*"" 3 4 5
T INe ¢ gbagbo ainu igbe :
.. ¥y ghunduky 0__________',___——- 2 ) 4
Nj ayh .
\ch ¢ ro pe jpo ticway __“________,_J_____l_aa—-—
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lec di yin lowo lati mu ipin
yin se
Nj¢ ¢ ro ninu ora yin pe 1 2 3 3 3
ip0 yin lowolowo yi yoo
ran yinlowo lati mu ipin
yin s¢
Njeiran fiwoye yin lihan | 0 [ 2 3 4
peipo tiilera yin wa buru
Bawo niese n ni imisisi | | r 3 if-! 5
Nje ¢ ni igbekele ninu l 2 3 4 5
Olorun lati yanju isoro li ¢
nkaju I
Mje eniigbekele ninu ara | | 2 3 4 3
yin lati yanju isoro yin
Nje ¢ gbagbo pc esulowo | ] - 3 i :
si nkan i o0 nse-yin |
lowolowo il
Njc e gbagbo pe € yintabi |1 2 / 3 i
clomii lowo si nkan 110
n<¢ yin ju Olorun lo - — I3 - 3
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APPENDIX H
THEPRIMARY HEALTH CARE-BASED PHYSIOTHERAI'Y PROTOCOL
(PHCPD)

The PHCPP compriscd of structured excreises to improve strength in the atfected
exiremities, train or cestorc balance and bi-manunl activities, Tltey are:

(o) Strength Training: Assistive and resistive excrcises using Propriaceplive
Ncuromuscular Facilitation (PNF) potiems to the ntuscle groups of the upper and
lower limbs. This was uscd to facilitolc movement tn muscle with tmdequate sirength
for petive exercises. The PNF exercises include upper and lower exyremitics patiems,
The movcmicnt pattems arc in disgonals. Assistance and resistance were monually
given and is subjcctive, based onwhat cach panicipani can tolcfute. PNPF paitems were
used until there was adequate sirength in the cxtremiticd for active movement

Progression was by the usc of mechanical resistance (free weights) to strengthen the

muscles. Resistuice was incceased when patient could complcte 1wo sets of 10

repetitions of epch movement thiough the available range of motion.
(b) Balance (raining Was carried out using the Berg Balancc Scalc domains (Au-

Y ( ol. 2003; Hamzot and Fashoyio 2007). Participants caizied out the following
cung c! al, : :
asks: | |

he paticn! stood from sitting without holding on 1o

i) Standing unsupposted: 1 . |
. . i rcmninod stanading .msupponcd for 2 minutes. Progression \was by
an g

anything ’ |
increasing the octivity by onc repetition and the duration of standing by10 seconds
inc

Rk e ffoor which entailed the patient sttiting with

e 24 with fecton th
i) Sitting unsupporic 2 minutes: This was progressed bya 10 seconds

back l.ImuPponcﬂ gnd wms fOldcd for

increase weekly.

iii) Transfer aclivities:
1 by on
8Imrests, This was increascd by

iv) Standing wuppoﬂcd with ¢¥c3 ¢

two seconds weekly:

Moving flom chair [0 bed and back again — with and without
ovin

e repegition weekly.

losed for 10 seconds which wes inoeased by

|14
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v) Standing unsupported with (el together. Paticnt placed feet together and stoad

wilhout holding on to anything for 10 scconds. The duretion was increased by 10
seconds weckly.

vi) Rcaching forward wilh outstretched arms while slanding. Vatient §ifted arms 1o
90° siretched tingers out and rcached forward as far as possible. This was increased
by one repetition weckly.

vii) Retrieving object from fNoor: iny oked picking up shoe / stipper in front of [eet

with standing as the storting position. [1 was increased by one repetition weekiy.

viii) Tuming to lock behind over le@i ond right shoulders while stunding which was

increascd by one repetition weckly. ]
ix) Tuming 360° complctely around in o full circic, pause and then tum a full circle in

the other direction within 4 seconds. Progression wis by increasing 1he activity by one

repetition weekly-
x} Stool stepping by placing each foot aliematcly on

the stool fourtimes. This was incrcased by one repstition weckly.
ng unsupported with onc ool in front of the other.

a froni wes moved aheod of the one at the back

forward oot directly in front of the toes of 1he

the s100) until each fool has

stepped '
xi) Tandem stnnce: involved sndi

Where this was not possible, the fool i
1 o1 e heel of the

as much as possible with | R
< (oot for 30 seconds. ft Was increased by 3 secon y |
i 1 holding on to anything for t5 seconds which was

xii) Standing on offected leg Withou

incrcased by 3 seconds weekly.

jim
. . oo of the nffected UPPEr o el
(c) Bi.mapual 2¢IINE § task- Oriented (unctional octivities. The scif-assitied

of selfassisted CXer=i™ = paticni can cammy’ 0ut by himself or herselfl using
f exexc 1589 4 octivities consisted of n battery of 11sks

exercises consisted © fie

. ’ nte .
',u;“d' m tm-o . & o nin dmm bullomng

d! unﬂ““ld cxu Ofdn!]) hvlns SUCh as pe B

and nuts (Plate 3)

tivities
that arc negded for normal 8¢ e A

b werc Uaiped using & combynafion

wing . »
and un.buttoding clothes. $°T° P inctessing the complexity of sk
| drawing 859
Progu-on was by W
g out the lask.

and the spced of carryin

i1
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